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One of the first things a mother wants to know 
about her newborn baby is whether it’s a boy or 
a girl. - Usually this is an easy diagnosis to make, 
and a joyful one to announce. Once in about every 
one thousand births however, the diagnosis of sex 
will be difficult, and informing the parents of the 
abnormalities will not be a pleasant duty. In such 
cases the physician is usually pressed for a de- 
cision by the parents and may, in haste, hazard a 
guess based upon a cursory examination of the 
external genitalia. It is now well established that 
in some cases it may be exceedingly difficult, or 
even impossible, to make an accurate diagnosis 
from the appearance or instrumental exploration 
of the external genitalia. Thus, a delay of a day or 
so is much better than a hasty decision which may 
have to be changed later with considerable embar- 
rassment to all concerned. 


The main difficulty in the investigation of 
patients with errors of sex development has al- 
ways been the inability to determine the initial 
sex established at the time of fertilization, the so- 
called chromosomal sex. It is possible to observe 
the type of sex chromosomes a patient has by 
studying the chromosomes in dividing germ cells’ 
or in somatic cells dividing in tissue culture’, but 
these methods require too much time and too 
highly skilled personnel to be useful in routine 
clinical practice. 


The first practical clinical method of diagnosing 
chromosomal sex was the skin biopsy test described 
by Moore et al.3 in 1953. The practical value of 
this technique in clinical diagnosis is now widely 
accepted. The method has also been applied ex- 
tensively in research in problems of sex, and 
considerable new knowledge about sex develop- 
ment and sexual abnormalities has been gained. 


The purpose of this paper is to describe the 
cytological tests of sex’. 4 and to show how they 
May be useful in sex diagnosis, sex assignment 
and in planning the management of patients with 
errors of sex development. 
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The Skin Biopsy Test 

This test was the first cytological method to be 
developed’. It has been largely replaced by the 
simpler oral smear method4, but it was used for 
most of the early investigative work. The details 
of the method have been described elsewhere, but 
briefly the basis of the test is that epidermal cells 
of females (Fig. 1) have a fairly distinct mass of 


Figure 1 


Photomicrograph of layer of human 
female epidermis. The chromatin is indicated in two 


nuclei by the arrows; these are called chromatin-positive 
nuclei. ematoxylin and eosin, X3600. 


chromatin called the sex chromatin, whereas a 
similar mass of chromatin is rarely visible in 
epidermal cells of males (Fig. 2). With some ex- 
perience there is no difficulty in sorting sections 
of skin correctly into males and females. A similar 
sex difference in nuclear structure is present in 
other human® and mammalian cells®. 7. 


Sex, Sex Chromatin and Sex Chromosomes 

When a sperm with an X-chromosome fertilizes 
an ovum, the chromosomal sex of the zygote will 
be female and usually the form and organs of a 
female will develop later (Fig. 3). The presence 
of the two X-chromosomes can be detected in 
“resting” somatic cells because parts of these 
chromosomes form the sex chromatin. Consider- 
able indirect evidence supports this suggestion5. 8. 9 
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Figure 2 
Photomicrograph of the malpighian layer of human male 
epidermis. Sex chroma is not visible in any of the 
nuclei; these are called chromatin-negative nuclei. Haema- 
toxylin and eosin, 


XX 


ested relation- 
ship between the sex chromatin and the X-chromosomes. 
The two X-chromosomes of female cells form the mass of 
sex chromatin. The XY-chromosomes of male cells are 
usually not visible in ‘ Know pt somatic cells. Cells with 


F 3 
Diagrammatic representations of the 


sex chromatin are referred clinically as chromatin- 
positive, whereas cells By visible sex chromatin are 
called chromatin-negative. 


Even the few who do not accept this hypothesis 
agree that the sex chromatin is a reliable indicator 
of female chromosomal sex. The fact that the sex 
chromatin has been shown to be unaffected by sex 
hormones cr other endocrine factors®. 11,12 is of ut- 
most clinical importance because hormonal as well 
as genetic factors are known to cause sexual mal- 
formations in man. 

A chromosomal male zygote results from the 
fusion of an ovum with a sperm containing a Y- 
chromosome (Fig. 3). The XY-chromosome com- 
plex does not form a recognizable mass of sex 
chromatin. Thus a diagnosis of chromosomal male 
sex is made if female-type sex chromatin is not 
visible in at least one hundred cells. 

Often cytological tests of chromosomal sex are 
referred to as sex chromatin tests and cells are 


referred to as male-type and female-type and by 
other such references to sex. These terms are con- 
venient for descriptive purposes but should not be 
used if patients are present. Sex chromatin tests 
should be referred to clinically as chromatin tests 
or by name as the skin biopsy test or the oral smear 
test. Cells which contain sex chromatin should be 
referred to as chromatin-positive, whereas cells 
without visible sex chromatin should be called 
chromatin-negative. The reason for caution is that 
patients may think of a sex chromatin test as a 
sex test. It does indicate chromosomal sex, but 
most patients will not know this aspect of sex. 
They will think of sex in the usual sense, that 
is, appearance and reproductive power. Similarly 
terms such as male cells and female cells will only 
disturb a patient if the sex of the cells is opposite 
to the patient’s sex of upbringing. Chromatin tests 
indicate only one aspect of sex; other factors such 
as the type of gonad, state of the internal genitalia, 
appearance of the external genitalia, sex of up- 
bringing and psychological sex must be considered 
in the clinical assignment of sex. Not only must 
one be careful when referring to these tests or the 
results, but one must not take the results too liter- 
ally, because in some cases the appropriate sex for 
the patient may not agree with the chromosomal 
sex. 
The Neutrophile Test 

The development of simpler methods of obtaining 
cells for the study of their sex characteristics re- 
sulted in a wider application of the test. A neutro- 
phile method was introduced in 195413, and its 
validity has been confirmed by others!4. 15, The basis 
of this test is that 2- 3% of neutrophiles of females 
have a small rosa nuclear lobule (Fig. 4) 


Neutrophile in a blood film — a female with the 


accessory nuclear lobule, called a drumstick, indicated bv 
the arrow. Giemsa stain, X3600. 
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called a drumstick which is not visible in neutro- 
philes of males (Fig. 5). This method causes less 
discomfort to the patient than the skin biopsy 
method, but most people find it more difficult to 
interpret. Some investigators have questioned the 
accuracy of the neutrophile method in detecting 
chromosomal sex in some patients® 16,17, It ap- 
pears that the development of the drumstick may 
be inhibited by endocrine imbalance’; this sug- 
gests that the drumstick is a sex characteristic 
rather than a stable sex marker such as the sex 
chromatin®. 16, 


5 
A typical neutrophile ‘iat blood film from a male: no 
accessory nuclear lobule is visible. Giemsa stain, 5 


The Oral Smear Test 

The oral smear modification of the chromatin 
test introduced by Moore and Barr‘ and Marberger 
et al.18 in 1955 has been widely adopted. Its ad- 
vantages are that it is simple to perform, causes 
no discomfort to the patient, is relatively easy to 
interpret, and can be repeated as often as neces- 
sary. An accurate diagnosis of chromosomal sex 
can be made with this method in less than an hour 
by an adequately trained person. The basis of the 
oral smear method is the same as the skin biopsy 
technique; sex chromatin is visible in 40 - 60% of 
oral epithelial nuclei of females (Fig. 6), but is not 
recognizable in male nuclei (Fig. 7). As before, 
cells with sex chromatin are reported as chromatin- 
positive and cells without sex chromatin are re- 
ported as chromatin-negative. 

Oral smears are prepared by firmly scraping the 
inside of the cheek with the edge of a narrow 
nickel spatula, and smearing the scrapings over the 
central region of a microscope slide. The smear is 
placed immediately in equal parts of 95% ethyl 
alcohol and ether; the fixation requires 15 minutes. 
If the smear is to be mailed for staining and in- 
terpretation, it should be removed from the fixative 


from a female. 


6 
A nucleus of an epithell cell in an oral mucosal smear 
The sex chromatin is indicated by the 
arrow; this is a ‘‘irearameae nucleus. Crestyl echt 
violet ‘stain, 


F 7 

A nucleus of an epithelial cell in an oral mucosal smear 
from a male. No sex chromatin is visible, thus is a 
chromatin-negative nucleus. Cresyl echt violet stain, X3600. 
and covered with a drop or two of glycerin; this 
protects the smear from drying while in transit. 
The staining technique of Moore and Barr‘ is the 
simplest to perform and has proven reliable; other 
techniques!9. 20 give better differentiation of the 
sex chromatin, but require much more time and 


technical skill to perform. 
Application of the Chromatin Test 
The chromatin test has become established as a 
diagnostic procedure in the investigation of all 
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patients of doubtful sex, but in practice it is most 
valuable in helping to differentiate the female 
pseudohermaphrodite from the male pseudoherma- 
phrodite. These types occur with about the same 
frequency and, in some cases, they may be in- 
distinguishable by the appearance of their external 
genitalia. 

Female Pseudohermaphroditism 

A report of chromatin-positive nuclei in an oral 
smear from an intersex patient strongly suggests a 
diagnosis of female pseudohermaphroditism result- 
ing from fetal adrenal hyperplasia, because this is 
the most common cause of this condition in females. 
It is important to diagnose these cases as soon as 
possible after birth because many develop danger- 
ous crises caused by deficiency of adrenal hormones 
concerned with electrolyte metabolism. In fact ali 
cases will benefit from early detection because 
hormone treatment will prevent further masculin- 
ization from occurring?!. In the past some girls 
with this syndrome have been raised as boys; it 
would be tragic and inexcusable to make this mis- 
take today. If detected early and treated they can 
develop into normal-appearing fertile women. 

It is well established that the intersex condition 
in the congenital adrenogenital syndrome is caused 
by the effects of adrenal androgenic substances on 
undifferentiated fetal sex structures. The uterus, 
tubes and ovaries are usually normal, but the cli- 
toris is enlarged and the urethra and vagina open 
into a persistent urogenital sinus. 

It is important to realize that a positive chromatin 
test merely suggests congenital adrenogenital syn- 
drome. The diagnosis has to be confirmed by other 
tests, such as the level of 17-ketosteroids in the 
urine; the latter test is usually not of diagnostic 
value until two or three weeks after birth. If the 
adrenogenital syndrome can be definitely ruled 
out, one must consider other uncommon forms of 
female pseudohermaphroditism and even true her- 
maphroditism. Female pseudohermaphrodites have 
been born to mothers who have had masculinizing 
tumours?22,23 or who have received testosterone 
preparations during pregnancy24 25.26. In some 
cases the cause of the intersex condition has not 
been determined. 

The practical value of the chromatin test has 
been in helping to make an early, reasonably cer- 
tain diagnosis of the condition without exploratory 
surgery. If the test is positive, it is safe to assign 
the female sex immediately even though confirma- 
tion of the diagnosis may take several weeks. The 
only time one would delay the assignment would 
be if the external genitalia were considerably more 
masculinized than usual; this would suggest a rare 
type of female pseudohermaphroditism or even 
true hermaphroditism. 

Male Pseudohermaphroditism 

The other common type of intersex is the male 
pseudohermaphrodite. This diagnosis would be 
strongly suggested by a chromatin-negative oral 


smear test from a patient of doubtful sex. These 
patients have testes, usually in the pelvis or in- 
guinal canal; the rest of the reproductive system 
is extremely variable from one patient to another, 
Some have a uterus, tubes and vagina with pre- 
dominantly male external genitalia, whereas others 
have male internal organs with female external 
genitalia. Externally male pseudohermaphrodites 
vary from patients with such defects as hypo- 
spadias and bifid scrotum as the only anomalies, 
through a series of intermediates, to patients with 
the normal external appearance of females. 

This type of intersexuality is generally considered 
to be hereditary*, and the anomalies of the sex 
organs are thought to be caused by a deficiency of 
male hormone during fetal life. The variahility in 
the appearance of the reproductive system of these 
patients can be explained by differences in the 
degree and the time of onset of the hormone de- 
ficiency. A virtual absence of male hormones dur- 
ing development results in complete feminization. 
The sex of these patients is of course female 
and they usually develop into normal-appearing 
women. Their chromatin-negative cells and testes 
are detected usually only when they present with 
inguinal hernia or primary amenorrhoea. Although 
technically male pseudohermaphrodites, these fe- 
males are usually classified as examples of the 
syndrome of testicular feminization2’. 

The results of the chromatin test in the male 
pseudohermaphrodite do not necessarily indicate 
the sex which should be assigned. In the newborn 
the anatomy of the external genitalia and the 
ability to reconstruct functional organs is a much 
more important consideration than chromosomal 
sex. If the patient is older than two when investi- 
gated, the sex of upbringing is the most important 
consideration, because most investigators agree 
that changes of sex after this age frequently result 
in psychological disaster**. If a decision is made 
to raise a male intersex as a female, the treatment 
must aim to prevent masculinization. In the past 
it was usually not known that a child was being 
raised contrary to its chromosomal sex until viril- 
ization was marked. 

True Hermaphroditism 

Although chromatin-negative cells in a smear 
from a patient of doubtful sex, with few exceptions, 
indicate male pseudohermaphroditism, the possi- 
bility of the rare condition of true hermaphrodit- 
ism has to be considered. These patients have both 
ovarian and testicular tissue and may have either 
chromatin-positive or chromatin-negative nuclei, 
although the positive type have been found most 
often in the few cases which have been studied. 29, 
The only way the diagnosis can be made with cer- 
tainty is by histological examination of the gonads. 
Thus, this diagnosis cannot be excluded in a male 
or female intersex of unknown etiology until the 
gonads have been examined microscopically. In 
practice it makes little difference whether the 
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patient is a true hermaphrodite or not; the criteria 
for sex assignment in the newborn are the same as 
for the pseudohermaphrodite, that is the sex to 
which the patient is best suited or can be best 
adapted to should be selected. 

Gonadal Dysgenesis 

The chromatin test has also been found helpful 
in some cases in confirming or suggesting a diag- 
nosis of gonadal dysgenesis (sometimes called Tur- 
ner’s syndrome, ovarian agenesis, Bonnevie-Ullrich 
syndrome, gonadal agenesis). These patients do 
not present a problem of sex identification, because 
their external genitalia are entirely female (al- 
though often infantile) and a uterus, tubes and 
vagina are present. No gonads as such are present; 
small structures composed of ovarian-like stroma 
are all that are usually found. Often these females 
have associated defects such as webbed neck, 
coarctation of the aorta and various skeletal de- 
formities’. 

Chromatin tests on over 250 gonadal dysgenesis 
patients in various centres have revealed that about 
80% of them are chromatin-negative’. This indi- 
cates that these females began development as 
males, and when testes failed to form, became 
completely feminized. There is good experimental 
evidence to support this hypothesis; Jost found that 
male rabbit fetuses always developed into females 
when their testes were removed at an early stage 
of development?0, 

The practical value of the chromatin test in the 
investigation of these cases is that a report of 
chromatin-negative cells in a suspected gonadal 
dysgenesis patient confirms the diagnosis. The 
diagnosis may even be made in infants when other 
tests such as gonadotropin levels are usually not 
conclusive. It is important to realize however that 
if chromatin-positive cells are found, the diagnosis 
of gonadal dysgenesis cannot be ruled out, because 
about 20% of such patients are chromosomal fe- 
males as well as being anatomical females. Such a 
finding in an infant would indicate that confirma- 
tion of the diagnosis would have to wait until the 
gonadotropin levels were significantly high or other 
features became. characteristic of the syndrome. 
Seminiferous Tubule Dysgenesis 

Chromatin tests are also useful in the diag- 
nosis and classification of primary testicular dis- 
orders’, It was shown in 1956 by several different 
authors%1, 32 that some males with defective testes 
have chromatin-positive cells. Some of these males 
have had all the characteristics of Klinefelter’s 
syndrome33 whereas others, except for small testes, 
were normal-appearing men. It is customary now 
to speak of this type of male as having seminiferous 
tubule dysgenesis. 

The value of the chromatin test is that it may 
confirm a tentative diagnosis of seminiferous tub- 
ule dysgenesis and thereby rule out other testicular 
disorders. Here again, it must be realized that the 
finding of chromatin-negative cells does not rule 


out the diagnosis because many patients proven to 
have seminiferous tubule dysgenesis have had 
chromatin-negative nuclei35, 

All patients with seminiferous tubule dysgenesis 
that have been studied have been sterile, regardless 
of their chromosomal sex. The fact that isolated 
portions of some chromatin-positive males’ semi- 
niferous tubules have shown complete spermato- 
genesis has suggested the possibility that some 
males of this type may be fertile. Chromatin- 
positive males appear normal at birth and may 
possibly develop into fertile males who could pro- 
duce only females36, 

The cause of this almost complete sex reversal 
in some males is not known. Most people feel that 
genetic abnormalities are to blame®. 34. 37, although 
other possibilities have been suggested36. 38, Never- 
theless, testes develop in an embryo determined at 
fertilization to be female; the testes then bring 
about complete masculinization of all sex organs. 


Sterility Problems 

Finally, chromatin tests may be useful in the 
investigation of patients with sterility problems%9. 
This simple test may make it unnecessary to carry 
out extensive diagnostic procedures. For example, 
it is known that many males with chromatin- 
positive cells are infertile31. 32, as are females with 
chromatin-negative cells34. Thus, if a chromatin 
test reveals a discrepancy between apparent sex 
and chromosomal sex the chances of fertility are 
virtually hopeless. 

Summary 

The detection of chromosomal sex is a helpful 
procedure in differentiating congenital adrenogeni- 
tal syndrome from male pseudohermaphroditism. 
The adrenogenital cases will have chromatin-posi- 
tive nuclei, whereas the male pseudohermaphrodites 
will have chromatin-negative nuclei (Table I). 


Table | 
Type Chromatin 
Normal female + 
Normal male _ 
Congenital adrenogenital syndrome 
(Female pseudohermaphrodite) ____________ + 
Male pseudohermaphrodite _ 
Gonadal dysgenesis 
(Turner’s syndrome and related 
conditions) 
Seminiferous tubule dysgenesis 
(Klinefelter’s syndrome and 
related conditions) + 
The nuclear chromatin type in the last two kinds of 
tients may occasionally be cppeniie to that shown, but 
e find would be of no value in making a diagnosis; 
for example, a suspected case of gonadal dysgenesis may 
show chromatin-positive nuclei. This finding would neither 
confirm nor rule out the diagnosis. 


The chromatin test may be helpful in confirming 
a diagnosis of gonadal dysgenesis (Turner’s syn- 
drome and related conditions) especially in infants 
and children when other tests are equivocal. 
Chromatin-negative nuclei in a suspected case con- 
firms the diagnosis; chromatin-positive nuclei do 
not exclude the diagnosis (Table I). 
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A diagnosis of seminiferous tubule dysgenesis 


(Klinefelter’s syndrome and related conditions) 
is proved or strongly suggested by a finding of 
chromatin-positive oral cells in a male. Chromatin- 
negative cells do not exclude the diagnosis (Fig. 8). 


The chromatin test can be a useful procedure in 
the investigation of sterile patients. 


A chromo- 


somal sex diagnosis opposite to the apparent sex 
strongly suggests irreparable sterility. 
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Obstetrics 
Abruptio Placentae 


Implications, Complications, Expectations 
James R. Mitchell, M.D., F.R.C.S. (C) 


This paper is a review of current concepts of 
the etiology and management of abruptio placentae 
and a report of the experience at the Winnipeg 
General Hospital over a four year period from April 
1, 1954 to March 31, 1958. This particular period 
coincides with the very extensive review of peri- 
natal deaths!, 2. 3 conducted at the Winnipeg General 
Hospital and the St. Boniface Hospital. 


Abruptio placentae is defined as “premature 
separation of the placenta.” The term is used 
widely now and replaces the older term “accidental 
hemorrhage — revealed or concealed.” 


Etiology 

The etiology is not completely understood but 
abruptio is believed to be due to a weakness occur- 
ring in the vascular area of the decidua basalis. 
Experiments on dogs suggest that inferior vena 
cava occlusion could be responsible for this con- 
dition. Recently, however, Eastman‘ has suggested 
two pertinent points which make one wonder 
whether vena cava occlusion is really the primary 
factor: 

(1) Many cases of abruptio occur when the baby 
is still premature, where the possibility of exces- 
sive pressure on the vena cava is not likely. 

(2) Contrary to some opinions, true abruptio 
placentae does not occur more readily in twin 
pregnancy and when it does occur in a twin preg- 
nancy it usually occurs during labor, probably due 
to a mechanicai phenomenon of labor associated 
with delivery of the second twin and not due to 
occlusion of the vena cava. 


James Scott!? noted recently that the incidence 
of abruptio occurring in hydrops fetalis is about 
25%, which is considerably higher than the usual 
incidence. There does seem to be a definite relation- 
ship to pre-eclampsia, particularly pre-eclampsia 
superimposed on hypertension. This has been noted 
in the series reported here which relates well with 
other series, nevertheless the incidence of toxemia 
is definitely below 50%. One interesting observa- 
tion is that abruptio seldom occurs with eclampsia. 
There were no cases of eclampsia in the series 
reported here. Eastman suggests that the role of 
toxemia in the etiology of abruptio is probably 
ovetstressed. 


Presented at the Postgraduate Institute on “Problems of 
the Mother and Baby at Term” from the Departments of 
Obstetrics and Pediatrics, University of Manitoba, Winnipeg, 
March 25th and 26th, 1959. 


Abruptio Placentae — Review — April 1, 1954 - March 31, 1958 


3 

3 

zs 2 = § 

Location and Years % % % % 

W.G.H., 1954-58 2 60 0.35 0 51 21 

Cooke County, 1939-50 _..... 306 0.42 2 56 37 
Helsinki, Finland, 1945-56... 406 0.48 3 45 
Oslo, Norway, 1932-56... 357 0.64 2.5 65 
1952-56... 130 52 
Melboune 17 0 25 

Table 2 


Abruptio Placentae — Review — April 1, 1954 - March 31, 1958 


Degree of Abruptio 
(clinical) Treatment 

c 

s 5 $ 

Location % % % % % % % 

Wee... 44 44 W 46 37 7 

Cooke County _.. 33 51 16 32 34 54 12 
Helsinki 42 60 30 10 47 19 33.5 

(on admission) 

Melbourne . 1 case (0.4%) 


Tables 1 and 2 compare the results of the 
Winnipeg General Hospital with those reported in 
the literature from other centres. The following 
observations are made: 

1. Our study covers a comparatively short period 
in recent years whereas other studies reported cover 
much longer periods of time; particularly before 
much was known about afibrinogenemia and before 
the use of large blood transfusions and fibrinogen 
was instituted. 

2. The criteria accepted for diagnosis in these 
studies vary from centre to centre. We have 
eliminated from our study those cases which are 
diagnosed only by examination of the placenta 
following delivery, in other words cases in which 
there was no clinical evidence of abruptio occur- 
ring before the second stage of labor was com- 
pleted. On reviewing these reports it is felt that 
some of the other centres have included non-clinical 
cases of abruptio in their series (see report from 
Melbourne on Table). 

3. A few years ago the diagnosis of bleeding from 
a marginal sinus of the placenta was not recognized 
as a clinical entity and many of these cases were 
included in series of abruptio. No cases of marginal 
sinus bleeding have been included in our series. 

4. The mortality reported for the W.G.H. is a 
gross mortality. When the fetal heart was present 
on admission there was 71% salvage of babies. 
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5. The incidence of toxemia appears to be much 
higher in Oslo. Were they using blood pressure 
changes and proteinuria on admission as their 
criteria for toxemia? We feel that evidence of pre- 
eclampsia should be present before the abruptio 
occurs to verify the diagnosis of pre-eclampsia. 

6. The incidence of caesarean section in Helsinki 
was much higher than at Oslo. Does this have a 
bearing on the lower fetal mortality at Helsinki as 
compared with that at Oslo? (NOTE: A later 
series of cases reported from Oslo is actually a 
portion of the larger series broken down to indi- 
cate the improved trend in management in recent 
years). On the other hand the Melbourne series 
reported only one Caesarean Section with a good 
fetal survival rate. 

7. The Melbourne series was not classified by 
clinical status but by degree of separation as noted 
at delivery. 


The degree of abruptio plays a considerable part 
in the management and prognosis of the fetus and 
mother. The series reported herein from other 
centres use the clinical term “mild,” “moderate” 
and “severe” as shown in the first Table but we 
suggest that the classification presented by Page’ 
in 1954, although not ideal, does express a level of 
comparison which would (we believe) help the 
comparison of results from one centre to that of 
another. 

Page Classification 

Grade 0—clinically unrecognized before delivery. 
Diagnosis based on examination of placenta. 

Grade 1—external bleeding only, or mild uterine 
tetany but no evidence of maternal shock. 

Grade 2— uterine tetany, ordinarily with uterine 
tenderness, possibly external bleeding, fetal dis- 
tress (no death) but no evidence of maternal 
shock. 

Grade 3—evidence of maternal shock or coagulation 
defect, uterine tetany, and intrauterine death of 
the fetus. 

Stage 0, as mentioned previously, is eliminated 
from the series. 

It was recently suggested at a discussion on 
abruptio by the Department of Obstetrics and 
Gynecology at the Winnipeg General Hospital that 
we should modify Group 2 as “2A” and “2B”, “2A” 
being the clinical findings as described with the 
fetus alive on admission and “2B” the same clinical 
findings but with no evidence of fetal life on ad- 
mission. Class 3 has been reserved for those cases 
in which maternal shock has been severe or for 
cases in which afibrinogenemia developed. 

The term “expectant” has been used to include 
the use of a placentogram for differential diagnosis 
and the advice of a consultant if obtained. All 
eases in which there had been no surgical induc- 
tion performed (or vaginal examination in those 
cases in which spontaneous rupture had already 
occurred) are included in the group. 


The time interval from admission to active inter- 
ference has not been indicated. In seven cases of 
surgical induction there was probably unnecessary 
delay. In these cases the time interval varied from 
two to 24 hours. 

Those cases listed as “preventable” were so as- 
sessed by the Perinatal Mortality Study Group!.2:3, 


Table 3 
Page Class | Under 36 Weeks Gestation —10-Cases 
Survived Died Preventable 
*Expectant (7) - 6 1 0 
Surgical Induction (4) 2 2 0 
Caesarean (0) 
4 Cases Pre-eclampsia and/or “hypertension 
1 set twins 
*(includes placentograms and/or consultation) 
Page Class 1 36 Weeks and Over Gestation —18 Cases 
Survived Died Preventable 
Expectant (10) - en eee 8 2 1 
Surgical Induction (6) 5 1 
3 1 0 
4 Cases Pre-eclampsia and/or hypertension 
2 sets twins 
Table 4 
Page Class IIA Under 36 Weeks Gestation — 3 Cases 
Survived Died Preventable 
Expectant (0) 0 0 a 
Surgical Induction (2) 2 2 
Caesarean (1) 1 0 
1 Case ‘Pre-eclampsia 
Page Class IIA Gestation 36 Weeks and Over — 9 Cases 
Survived Died Preventable 
Expectant (3) — 1 2 1 
Caesarean (4) . 2 2 
1 Case “Pre-eclampsia 
Table 5 
Page Class IIB Under 36 Weeks Gestation — 5 Cases 
Survived Died Preventable 
0 3 0 
Surgical Induction (2) i?) 2 1 
0 0 0 
Page Class IIB Gestation 36 Weeks and Over — 9 Cases 
Survived Died Preventable 
E tant (6) 0 6 0 
Surgical Induction 3 0 
0 0 0 


2 Cases Pre-eclampsia 
2 Cases doubtful pre-eclampsia (i.e., possibly terminally) 


Table 6 


Page Class Ill — 6 Cases 
Survived Died Preventable 
Surgical Induction (3) 0 3 1 
0 1 = 


1 Case Pre-eclarmnpsia 
2 Cases doubtful pre-eclampsia 
Note: 2 Cases before 36 weeks. 
(a) Surgical induction before abruptio for hypdramnios and 
anencephaly. 
(b) Caesarean Case. 2 previous abruptio, last classical C.S. 
Caesarean hysterectomy. 


Observations on Some of the Interesting Cases 
that Occurred in This Series 


1. There were three cases of twins, all Page 
Classification 1. 

2. There were four cases of congenital anomalies, 
three of which died and the other transferred to 
another hospital for surgery of a tracheosophageal 
fistula. 
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3. There were 15 cases in which there had been 
previous miscarriage or fetal loss due to other 
causes. 

4, There were three cases in which abruptio had 
occurred on previous occasions: 

(a) The patient‘had had two previous stillbirths 
occurring with abruptio, a classical caesarean section 
having been performed on the second occasion. 
With the third pregnancy she had been referred 
from the country to Winnipeg for elective section 
at 36 weeks. However while she was visiting in 
Winnipeg at 34 weeks she fainted and immediately 
began bleeding per vagina. She was admitted to 
the Women’s Pavilion at 9.00 p.m. very shortly 
after the initial episode and collapsed on admission 
to hospital. She was immediately transfused, given 
morphine, etc. and on vaginal examination the 
cervix was found to be undilated. No fetal heart 
had been present from time of admission. The 
clinical picture so closely resembled a rupture of 
the uterus that it was decided to do an immediate 
laparotomy. It was found that there had been no 
rupture but a severe abruptio. A caesarean hyster- 
ectomy was performed with the delivery of a 
stillborn premature infant. It was noted that the 
uterus did not show any evidence of ecchymosis 
described as couvelaire uterus. Her postoperative 
course was uneventful and there was. no evidence 
of afibrinogenemia. 

(b) The second case, in her first pregnancy, was 
admitted at 37 weeks (without previous evidence 
of pre-eclampsia) within a very short time of the 
occurrence of a sudden severe hemorrhage. On 
admission she was in shock. Blood transfusions 
and morphine were given, surgical induction was 
performed and vaginal delivery executed within 
2% hours of onset of symptoms. A stillborn fetus 
was delivered. There was gross separation of the 
placenta. One year later she had the same accident 
occur at 36 weeks gestation and at this time on 
admission the fetal heart was found to be present 
and very slow. Immediate caesarean section was 
performed, and a stillborn fetus was delivered two 
hours following the onset of symptoms. It was 
noted at that time that, although the abdomen was 
very hard prior to surgery, the uterus itself was 
quite soft when exposed under anaesthetic. The 
uterus was found to be purple in color and there 
were petechiae on the serosa. Her third pregnancy 
was in 1958. She was admitted at 36 weeks gesta- 
tion and a surgical induction was performed which 
failed to bring on labour. In view of the serious 
previous history a caesarean section was performed 
and a premature living child was delivered. This 
child survived. 

(c) The third case (1954) was admitted at the 
34th week of pregnancy, having had prenatal care 
at the Outpatient Clinic. There had been no evi- 
dence of previous toxemia. She began having pain 
and bleeding at 11.15 a.m. and on admission to 
hospital at 12.15 p.m. there was evidence of strong 


uterine tetany, together with bleeding and pain. 
No fetal heart sounds were audible. The operating 
room was prepared for caesarean section but in- 
stead surgical induction was performed 1 hour, 25 
minutes following admission. A stillborn fetus 
was subsequently delivered, nine hours following 
admission. 

In 1956 she was diagnosed as twin pregnancy 
and at the 29th week of gestation, following a 
slight episode of bleeding, she was admitted for two 
weeks for observation. She was then discharged 
without any specific treatment for the bleeding. 
Two weeks later she again had a slight episode of 
bleeding. The abdomen became hard and tense. 
It was noted at that time that only one fetal heart 
could be heard. There was mild shock present 
and immediate surgical induction was performed 
although no fetal heart sounds were heard at that 
time. On delivery five hours later the first fetus 
was stillborn and there was evidence of separation 
of a separate placenta. The second fetus was live- 
born, Apgar 4, with no evidence of separation of 
the placenta. Caesarean section was considered at 
the time of the severe episode, but decision for 
vaginal delivery was made. (Note: the reference 
to Apgar rating is used frequently in this paper. It 
is a rating used to indicate the degree of asphyxia 
at birth®). 

5. Toxemia. The incidence of toxemia as reported 
in various studies varies with one’s interpretation 
of blood pressure readings and evidence of protein- 
uria on admission. I think it can now be stated 
that such an elevation with evidence of proteinuria, 
without previous evidence of toxemia, does not 
constitute a toxic abruptio. Rather it indicates a 
sudden vascular change as a result of the abruptio. 
It is therefore difficult in reviewing the charts 
to decide at times whether toxemia actually was 
present prior to edmission. Four cases of severe 
pre-eclampsia occurred in the series. Three of 
these cases were classified as Page 1, and one case 
as Page 2. There were five cases of essential hyper- 
tension with superimposed toxemia, three of them 
were 2B, one 2A and one Class 3. 

In Table 4 it will be noted that one infant sur- 
vived although the case was classified Page Group 
3. No fetal heart was heard on admission so that 
the fetus was considered dead throughout labor and 
management of the abruptio was expectant. 
Differential Diagnosis 

Before making the diagnosis of abruptio placentae 
one must keep in mind other conditions which 
produce bleeding in the third trimester. The most 
important conditions are: 

1. Placenta previa 

2. Ruptured uterus 
and then the less severe conditions: 

1. Bleeding from a circumvallate placenta (which 
in itself may become readily separated due to its 
form of implantation on the uterine wall) and 
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2. Bleeding from the marginal sinus lakes. 

Vaginal and cervical lesions and bleeding from 
the cord must also be kept in mind. 

Severe cases of abruptio occasionally occur in 
which there is no vaginal bleeding. The signs of 
shock, pain and firm uterus are the criteria for the 
diagnosis. 

Treatment 

The treatment necessarily varies with: 

1. The duration of the pregnancy and 

2. The clinical degree of abruptio on admission 

to hospital. 

Most of the literature grades treatment as pre- 
viously outlined above: 

1. Expectant — no active interference. 

2. Vaginal — surgical induction and vaginal 

examination. 

3. Operative or radical — referring to caesarean 

section. 

However, an interesting comment made by Dr. 
Willis E. Browne of Arkansas on a paper by Prit- 
chardls states: 

“We believe that the aggressive approach to 
abruptio placentae should replace the ‘masterful 
inactivity’ or ‘watchful expectancy’ concept, and 
that, if the control of dissemination of thrombo- 
plastin is undertaken promptly, it matters little 
whether this is done abdominally or vaginally. 

The term ‘radical’ should be reserved for those 
who watch expectantly and the term ‘conserva- 
tive’ should be applied to obstetricians who adopt 
systems that contract the uterus promptly and 
aggressively, either by emptying it abdominally or 
stimulating its contraction chemically.” 

There are a few points that can be suggested on 
reviewing our experience. 

1. Patients should be instructed that bleeding in 
the third trimester is a serious condition and they 
should be admitted to hospital as quickly as pos- 
sible when such bleeding occurs. 

2. Investigation of the bleeding should be carried 
out immediately after admission. The following 
factors should be checked: 

(a) The condition of the mother. Is the woman 
in shock? Is the uterus firm and tender? Is she 
suffering pain? 

(b) Are fetal heart sounds present, and, if so, 
are they regular or are they showing evidence of 
distress? 

(c) Rectal or vaginal examination should not be 
done until one is prepared to deliver the baby. 

(d) Is this a case of abruptio or one of the other 
conditions previously mentioned which cause bleed- 
ing in the third trimester? If the case is the mild 
type then a placentogram should be taken, provided 
that the patient is in a hospital where placento- 
grams can be technically accurate and adequately 
interpreted. 

(e) Grouping and matching in cases where there 
is a moderate amount of bleeding should be an 
early procedure, and periodic check on the clotting 


time of the blood should be done. 

We agree with Reid of Boston that the simple 
withdrawal of venous blood into a keidel tube and 
observing it for clotting time and for lysing of the 
clot is quite sufficient rather than some so-called 
simplified laboratory tests or:the actual blood 
fibrinogen level which takes much longer to anal- 
yze. However, in the larger hospitals it would be 
wise to establish the fibrinogen level in severe 
cases so that the level can be followed if there is 
evidence of afibrinogenemia. 

3. In the mild cases in which the bleeding is not 
too serious, the fetal heart remains normal and the 
mother’s condition remains good, (and here one 
must remember that what can seem to be a mild 
case on admission may change rather rapidly to a 
much more severe type in a short period of time) 
then careful observation without any further treat- 
ment is all that is required. If the patient has not 
gone into labor and she is reasonably close to term, 
then a surgical induction should be performed. 

4. In the more severe cases, whether the fetal 
heart is present or not, a surgical induction should 
be performed early. This will serve two purposes: 

1. It will afford the opportunity to corroborate 
the diegnosis of abruptio as distinct from pla- 
centa previa. 

2. It releases some of the intrauterine pressure 
and may thereby lessen the process of fibrino- 
gen depletion. 

Due to the irritability of the uterus labor ensues 
in most cases fairly soon after the surgical induc- 
tion. As long as the patient and the fetal heart 
sounds (if present prior to surgical induction) are 
watched carefully and periodic blood clotting tests 
of venous blood performed, then no further inter- 
vention is required. Reid and most other authori- 
ties suggest that if no labor ensues within 6 to 8 
hours following surgical induction, a caesarean 
section is definitely indicated. This is the policy 
usually followed at the Winnipeg General Hospital. 
Carefully administered 1:2000 pitocin drips may 
help in this interval. 

5: The third method of management is to perform 
an immediate caesarean section. The indication for 
this procedure must be carefully considered. Is the 
risk to the mother justified to save the baby? Or 
conversely, is the mother’s health jeopardised if 
one does not do a section and permits more serious 
complications to develop? An example of early 
caesarean section is the case of a woman of 37 
weeks gestation, P.2, G.3. who began bleeding 
with considerable pain and was admitted very 
shortly after the onset of symptoms. She was clas- 
sified 2A on admission. The fetal heart sounds were 
84 and remained weak and irregular. A caesarean 
section was performed 1% hours after admission. 
The fetus was found to be Apgar 8 and did well 
subsequently in the nursery. There had been nc 
toxemia present in this pregnancy. One can almost 
say with certainty that this fetus would have died 
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if a more conservative approach had been followed, 
such as surgical induction and waiting for labor. 
The risk to the mother in this case was not great. 

Many babies may die needlessly if one does not 
make a careful decision as to the best manage- 
ment. Here a consultation is most important. An 
example of ideal management is the following 
history: A patient P.O., G.1 was at 38 weeks ges- 
tation. She was admitted in labor at 12.40 a.m. 
There was a sudden hemorrhage at 1.30 am. The 
fetal heart had been normal on admission, but fol- 
lowing the hemorrhage it was found to drop to 80 
per minute within two hours of the abruptio. Con- 
sultation with a member of the staff was obtained. 
Oxygen therapy was instituted immediately, and 
the fetal heart returned to 136. 

At the same time the operating room was pre- 
pared and under a double setup (that is, to be 
ready for caesarean section if necessary) a surgical 
induction was performed three hours after the 
hemorrhage. The cervix was about one-half dilated 
at the time of induction. The fetal heart remained 
good and the mother’s condition was satisfactory, 
and she progressed in labor. Spontaneous delivery 
took place at 5.30 a.m., four hours from the time 
of hemorrhage. The fetus was rated Apgar 10 (no 
clinical evidence of depression at birth) and did 
well in the nursery without complication. Here 
there was no delay from the moment of hemorr- 
hage to diagnosis, to management of fetal distress, 
and preparation for two methods of delivery so 
that if there had been any possibility of recurrence 
of fetal distress a caesarean section could have 
been quickly performed. However, with the care- 
ful observation of both mother and fetus the more 
conservative management proved to be quite 
satisfactory. 

Complications 

Much has been written in the past few years about 
hypo- or afibrinogenemia. Frequent references to 
it have been made already in this presentation. The 
condition does not occur very frequently. Bleeding 
occurs from the slightest trauma such as veno- 
puncture or episiotomy as well as from the uterus. 
In the series presented there were only two cases 
that received specific therapy, but it is a compli- 
cation that must be constantly watched for. The 
usual accepted theory is that the placenta is a vast 
storehouse of thromboplastin which is released or 
forced into the blood stream with the pressure 
produced by the abruptio of the placenta. The 
thromboplastin initiates the blood clotting mechan- 
ism and there is a very rapid conversion of fibrino- 
gen into fibrin which is deposited throughout the 
vascular tree of the body. Later the fibrin becomes 
hydrolyzed by a fibrinolysin. That explains why 
the blood clot may take some time to form on test- 
ing, and then under observation is found gradually 
to disappear. 

It is believed that the fibrinolysin is produced by 
an activation of the fibrinolytic enzyme system by 


the deposition of fibrin. This in turn prevents 
occlusion of the vessels by the emboli of fibrin, but 
further contributes to the fibrinogen depletion by 
hydrolysis. It is known that the myometrium of 
the uterus contains potent activators of this fibrino- 
lytic enzyme system. Reid states that afibrinogen- 
emia has never been known to occur in the milder 
forms of abruptio, but develops only in the patients 
who have moderate to severe pain, usually with 
vaginal bleeding, and who enter the hospital with 
some degree of shock. By performing a surgical 
induction early the thromboplastin release seems 
to be slowed down, probably due to release of the 
pressure on the placenta, and also to slowing of the 
actual separation of the placenta but the whole 
process does not stop until the uterus is completely 
emptied of all placental tissue. This explains Reid’s 
suggestion that caesarean section may be indicated 
at 6 to 8 hours, if labor is not progressing. 


The treatment is either massive blood transfusions 
(each bottle of blood contains very little fibrino- 
gen) or actual fibrinogen injections of 2 to 8 grams, 
the usual dose being 3 to 4 grams. Normal levels 
return towards normal in 2 to 3 hours and are 
usually complete in 12 to 24 hours. There is con- 
siderable literature suggesting free use of fibrino- 
gen. It is now becoming apparent that because 
fibrinogen is collected from pooled plasma it suffers 
from the same problem that pooled plasma does, 
viz.: cases of homologous serum jaundice are not 
infrequent and this complication in itself may be 
far more serious to the mother later. Therefore 
fibrinogen should be used with caution. 


The process of afibrinogenemia, coupled with the 
shock that is frequently associated with abruptio, 
very frequently causes lower nephron nephrosis, 
which has been noted by many observers to be of 
much greater severity than the degree of shock 
would indicate. This is, of course, a serious com- 
plication and must be watched for when one is 
dealing with a woman who is treated for shock. 

A recent observation is that the normal fibrino- 
gen level of a pregnant woman near term is higher 
than the usual standard of blood fibrinogen levels. 
A normal fibrinogen blood level is usually con- 
sidered to be 300-350 mgms.% but these observa- 
tions suggest that the level is as high as 450-500 
mgms. Therefore, if one is using blood fibrinogen 
levels as a means of determining the evidence of 
hypo-fibrinogenemia, one must keep in mind that 
the normal level for the pregnant woman is, prob- 
ably, higher than that suggested by the laboratories. 
It used to be suggested that a blood fibrinogen level 
below 150 was an indication for fibrinogen therapy. 
Now much higher fibrinogen levels may indicate a 
fairly marked drop in the patient’s fibrinogen level. 
However, a blood clot observation test is still the 
best way of determining the extent of depletion. 
Certainly one does not wish to wait until the 
woman is bleeding severely from every venous 
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puncture or from all areas of trauma before initiat- 
ing therapy, although in many cases these are the 
first indications that such a process has begun. 
Expectations 

Can we expect a drop in the incidence of abruptio 
placentae? This is very unlikely because we now 
know that toxemia does not play the role assigned 
to it some years ago and the fundamental etiological 
factors are really not completely known. It is a 
hazard to every pregnancy, although, as we have 
shown, the incidence is relatively low. 

In the past few years we have seen the condition 
almost entirely disappear as a cause of maternal 
mortality. With adequate prenatal care, advising 
our patients to seek early hospital admission if 
bleeding occurs, and carrying out early and ade- 


quate investigation and treatment of all cases of 
bleeding, it is felt that many more of these women 
will be admitted to hospital before the fetus has 
succumbed and while the babies are still able to be 
salvaged without ae from intrauterine anoxia, 
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Psychiatry 


A Comparison of Trifluopromazine, 
Chlorpromazine, and a Placebo 
in Twenty-One Chronic 
Schizophrenic Patients 
Peter Payne, M.B., Ch.B. 

Brandon Hospital for Mental Diseases, 
Brandon, Manitoba 

The discovery of the value of Chlorpromazine in 
the treatment of certain types of mental illness has 
led to the appearance of a bewildering array of 
so-called tranquillizing drugs. For many of these 
compounds, it is claimed that, in one way or an- 
other, they possess distinct advantages over the 
parent drug Chlorpromazine. For some time Chlor- 
promazine has been the main ataractic used in 
attempting to modify the behaviour of the chronic 
schizophrenic patient. 

Recent investigations, however, would suggest 
that a new phenothiazine derivative, containing a 
trifluoromethyl group and marketed under the 
trade name of Vesprin, is superior to Chlorproma- 
zine in the treatment of that variety of Schizo- 
phrenia characterized by troublesome hyperactive 
behaviour, resulting in difficulties in nursing 
management. 

J. G. Heggarty! investigated one hundred and 
eighteen chronic schizophrenic patients treated 
with Vesprin. Heggarty found that patients, who 
had refused to work, talk or to co-operate in 
any way whatever for years, became industrious, 
friendly and co-operative and began to take an 
interest in their environment. In particular, the 
troublesome, hyperactive, schizophrenic patient 
responded especially well. Heggarty states that 
treatment with Vesprin resulted in improvement 
in manageability in no less than sixty-nine percent 
of the patients studied; no less than fifty percent 
being considered fit for discharge from hospital. 
He concludes that Vesprin is a powerful ataractic 
drug which appears to be much superior to other 


tranquillizers, at present used in the treatment of 
schizophrenia. 

According to Goldman?, the use of Vesprin at the 
State Hospital, Cincinnati, Ohio, was an important 
factor, contributing to the elimination of combative, 
denudative and incontinent behaviour. Of forty 
patients who had been in hospital over ten years, 
only seven failed to respond to Vesprin. Thirty- 
three patients improved to the extent of showing 
diminution or absence of assaultiveness, incontin- 
ence, denudativeness and other gross manifesta- 
tions of psychosis. Goldman stated that patients 
who had previously been difficult to manage, who 
were loud, combative and grossly antagonistic, be- 
came docile and co-operative, usually within a few 
days, with adequate doses of Vesprin. 

G. Donald Nizwender’ administered Vesprin to 
a group of twelve patients over a period of six 
weeks. These patients were commenced on dosages 
of sixty mgms. daily, which was gradually in- 
creased, over a three-week period, to one hundred 
and fifty mgms., daily. In this group of twelve 
patients, the response was dramatic; in fact, eight 
of the patients showed improvement in their clini- 
cal picture and their ward behaviour. 

Atzima‘ at the Allan Memorial Institute, Montreal, 
treated thirty-nine patients with Vesprin. Of these 
patients, twenty showed improvement, and those 
with schizophrenia became easier to manage, though 
the underlying schizophrenic structure remained 
unchanged. 

In view of the above claims, it was felt that it 
would be of interest to investigate the value of 
Vesprin in the promotion of better ward adjustment 
in disturbed schizophrenic patients. A preliminary 
investigation was, therefore, undertaken with the 
purpose, firstly, of establishing its effectiveness as 
compared with a plaecbo; and secondly, to deter- 
mine whether it has, in effect, a superior action to 
the well-tried and less expensive Chlorpromazine. 
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The Investigation 

Selection of Patients 

Twenty-one, male, chronic, schizophrenic patients 
were chosen. All of the patients displayed gross 
disturbances of behaviour, resulting in problems 
in nursing management. The average age was 41.9 
years; minimum 23 years and maximum 73 years. 
The average duration of hospitalization was 12.7 
years; minimum 2 years and maximum 23 years. 
Evaluation Procedure 

The author was the physician normally respon- 
sible for the care of all the patients. He, personally, 
interviewed the patients one week prior to com- 
mencing medication and once weekly throughout 
the study. Daily notes were kept by the Nursing 
Supervisor. No definite criteria were laid down for 
assessment, but the main points under considera- 
tion were changes towards normality; namely, 
lessened aggression and more co-operation and 
sociability. 
Administration of the Drug 

The double-blind technique was employed. The 
patients were divided into three groups of seven 
persons, each labelled A, B and C. Group A re- 
ceived Vesprin; group B received Chlorpromazine; 
and group C received placebo. All three types of 
tablet were exactly the same in colour, size and 
shape. Each patient’s medication was supplied to 
the wards in identical containers bearing the 
patient’s name only. The physician and ward 
personnel were unaware of which patient was re- 
ceiving which tablet; the latter being known only 
to the pharmacist and not divulged until the com- 
pletion of the investigation. 
Dosage 

Drugs were administered daily by mouth for 42 
days. Each patient received an initial dose of 25 
mgms., three times daily for the first week. This 
was then increased to 50 mgms., three times daily 
for the second week and, subsequently, if no de- 
sirable response was apparent and no serious side 
effects encountered by the end of the second week, 
the dosage was increased to 100 mgms., three times 
daily for the remaining 28 days of the trial. 

Laboratory Investigations 

Routine C.B.C. urinalysis and liver function 
tests were carried out on each patient immedi- 
ately prior to commencing medication, and weekly 
throughout the period of the trial. 

Results 

For purposes of assessment, each patient was 
placed in one of three groups, namely, “much 
improved,” “improved” and “unimproved.” The 
group, “much improved,” comprised those patients 
who became more accessible, no longer aggressive 
and generally socially more integrated, to the ex- 
tent that they were able to participate in group 
therapies. The “improved” group refers to patients 
whose tendency to impulsive behaviour, noisiness, 


destructiveness and hyperkinesis has been reduced 
to a degree where recourse to such therapeutic 
measures as paraldehyde and, particularly, single 
room treatment, are no longer necessary. The term 
“unimproved” is self-explanatory. 

At the termination of the trial, of the 21 patients 
treated, four improved on Largactil, one of which 
came into the category of “much improved.” Two 
improved on Vesprin and one on placebo. 

Complications and Side Effects 

With the exception of two of the patients treated 
with Chlorpromazine who complained of drowsi- 
ness, side effects were confined to those patients 
receiving Vesprin. Of these, four showed varying 
degrees of extrapyramidal disturbance at maximum 
dosage; namely, mask-like faces, difficulty in walk- 
ing and tremors. Three of the patients on Vesprin 
complained of nasal stuffiness and discomfort and 
one of conjunctivitis throughout the duration of the 
trial. Three patients developed an erythematous 
rash of the bridge of the nose, extending onto the 
cheeks. This was thought to be a photosensitivity 
reaction and persisted throughout the trial, disap- 
pearing gradually after termination of medication. 
Drowsiness was observed in two of the patients on 
maximum dose of Vesprin. No blood dyscrasias 
were observed. None of the patients in this series 
developed jaundice. None showed abnormal liver 
function on tests, while under therapy. No ab- 
normalities were revealed by urinalysis or B.S.R. 
In no-case was it necessary to discontinue treat- 
ment because of side effects. 

Discussion 

Contrary to the impressions of previous investiga- 
tors, it would appear from this study that Vesprin 
is of no more value than Chlorpromazine in the 
treatment of the disturbed, chronic, schizophrenic 
patient, presenting a problem in nursing manage- 
ment. Furthermore, the degree of toxicity of 
Vesprin does not appear to be less than that of 
Chlorpromazine, and Vesprin is certainly more 
expensive than the latter drug. It seems, therefore, 
that if a psychotrophic drug is to be used at all in 
the treatment of this variety of patient, that Chlor- 
promazine is preferable to Vesprin on grounds of 
efficacy, safety and economy. The validity of the 
above results might perhaps be questioned on the 
grounds that a period of six weeks was of insuf- 
ficient duration to ensure that the full effects of 
Vesprin would become operative in each case. 
However, these objections might, to some extent, 
be countered by the clinical findings of Heggarty, 
who states that improvement, when it occured, was 
rapid, often being evident during the first week of 
treatment. In any attempt to explain the more 
favorable reports, emanating from elsewhere, the 
following factors merit consideration. As J. Craw- 
ford Little has pointed out, in a drug trial on 
patients whose mental state fluctuates and when 
the effect of suggestion can be so powerful on both 
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patient and therapist, only the technique of the 
double-blind control can yield valid results. A sur- 
vey of the literature on the effects of Vesprin on 
chronic psychotics reveals that, in a total of six 
studies, five were uncontrolled. The remaining 
study (Jackson A. Smith and others; A.J.P., Vol. 
115, No. 3) failed to confirm the remarkable find- 
ings of the other investigators, quoted above. A 
further possible reason for differences lies in the 
use of scoring methods based on symptoms which 
have been used by previous investigators. As has 
been pointed out in the past, this can give rise to a 
situation whereby many trivial symptoms improve, 
while a few important ones remain unaltered or 
even worsened. The patient, consequently, achieves 
a raised overall score, while in fact, deteriorating. 

An assessment from the standpoint of nursing 
management, as undertaken here, is a valid and 
realistic one, as the care of such chronic patients 
is essentially a nursing and social problem. 

Summary 

In view of the encouraging reports on the value 

of Vesprin in chronic psychotic patients, presenting 


difficulties in ward management, an experiment 
was set up, using twenty-one patients, to compare 
the results of this therapy with those obtained by 
Chlorpromazine and with an inert placebo tablet, 
The method used was the double-blind comparative 
method, using identical tablets. 

The results failed to show that Vesprin is of more 
value than Chlorpromazine in the treatment of this 
variety of patient. Lack of control is cited as a 
possible reason for differences between these and 
other reported results. 


+ 
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tablets of Vesprin, Chlorpromazine, and placebo required 
for our study. 
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Ophthalmology 


Cushing’s Syndrome 
Howard Reed, M.B., M.S., F.R.C.S. (Eng. & C.), 
F.A.C.S. 

Cushing first described this rare condition in 1932. 
It consists of a rapidly developing painful adiposity 
of the trunk, loss of sexual function, hypertrichosis 
of the face and trunk, diabetes mellitus, hyper- 
tension and osteoporosis of the spine leading to 
kyphosis. Cushing’s observations led him to believe 
that this syndrome was due to an associated baso- 
phil adenoma of the pituitary. The condition was, 
therefore, often called pituitary basophilism. 

Since then, however, numerous clinical obser- 
vations have shown that this syndrome is more 
commonly associated with adenomas or hyperplasia 
of the adrenal cortex than with a basophil adenoma 
of the pituitary. In fact, many authorities consider 
that the adrenal lesion is the cause of Cushing’s 
Syndrome and that the changes in the pituitary 
basophil cells are secondary. 

The ophthalmologist is interested in pituitary 
tumours because they may enlarge and compress 
the visual pathway or oculomotor nerves. It has 
been standard teaching in text-books of ophthal- 
mology! and perimetry that chromophobe adenomas 
are the most common tumours of the pituitary. 
Eosinophil adenomas are not so common and baso- 
phil adenomas are rare. The chromophobe type 
are large and cause visual field changes. Eosinophil 
tumours are smaller and seldom damage the visual 
pathway. Basophil adenomas are very small and 
never cause field defects. It follows that the 


ophthalmologist who takes the accepted view of the 
aetiology and pathology of Cushing’s Syndrome 
does not anticipate any ocular changes. 

A recent paper? from the Mayo Clinic has, how- 
ever, modified this conception. One hundred and 
twenty-two patients with Cushing’s Syndrome 
were reviewed. Twelve of these (10%) had pitui- 
tary tumours. Only 6 were examined microscopi- 
cally and all proved to be chromophobe adenomas. 
Moreover, of great interest to ophthalmologists is 
the fact that 5 had chiasmal visual defects and 4 
had oculomotor palsies. 

The authors reported a few interesting examples 
of ocular defects occurring in Cushing’s Syndrome 
and made several comments. They considered that 
their clinical data did not suggest that pituitary 
tumours are secondary to the adrenal lesions nor 
that adrenalectomy influences the cause of the 
pituitary tumour favourably. On the contrary, the 
course of some cases seemed to indicate that re- 
moval of the adrenal tumour actually increased 
the rate of growth of the pituitary tumour. 

The lesson to be drawn from this valuable paper 
is that Cushing’s Syndrome does not necessarily 
indicate the presence of a basophil tumour of the 
pituitary1. A chromophobe adenoma may actually 
be present. This is best demonstrated by x-ray 
studies of the sella turcica and visual field 
examination. 
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Recent Trends in Ophthalmology 


Cataract Surgery 
Howard Reed, M.B., F.R.C.S. (Eng. & C.), F.A.C.S. 


a) Mechanical Erisiphake 

When Daviel' first described the extracapsular 
cataract extraction in 1752, he emphasized that the 
cataract must be mature or ripe for successful 
extraction. The maturity of the cataract is particu- 
larly important because in this method the anterior 
surface of the lens capsule is ruptured and the 
cataract is removed from it. A hard or mature 
cataract is removed more easily and completely 
than a soft or immature lens. The extracapsular 
removal of the “unripe” or immature cataract often 
results in much lens debris being left behind with 
the posterior lens capsule. This tends to cause in- 
flammation of the iris and it becomes opaque giving 
rise to. a secondary cataract. Such an occurrence 
may well cause as much defect of vision as the 
original cataract. Hence, during the two centuries 
following Daviel’s original communication there 
was great emphasis on the necessity of waiting 
until a cataract was mature or ripe before attempt- 
ing its removal. 

In 1903 Smith? first reported his method of doing 
an intracapsular extraction. In this operation the 
aim is to remove the whole lens in its intact capsule 
by rupturing the suspensory ligament. Smith did 
this by pressing on the eye ball with specially de- 
signed instruments. This, however, proved difficult 
for less dexterous surgeons, and his technique never 
gained great popularity. Nevertheless it pointed the 
way to an improvement in the operation and other 
surgeons designed numerous forceps to grasp the 
capsule of the lens so that traction could be applied 
to the zonule. Other instruments were invented to 
press upon the outside of the eye in the region of 
the corneoscleral junction and, thus, to provide 
counter pressure. In this way a combination of 
forces pulling in opposite directions from both the 
insertion and origin of the zonule, made it easier to 
rupture the zonule of the lens without tearing its 
capsule. (Fig. 1). This was a great improvement, 


Forceps grasping the capsule of the lens. 


but few surgeons were able to achieve a satisfac- 
tory intracapsular extraction in more than about 
70% of cases. In about 30% of cases the capsule 
ruptured before the zonule, and in a proportion of 
these the remaining lens matter caused inflam- 
mation and a secondary cataract. 

In 1917 Barraquer’ designed a cup to fit on the 
lens (Fig. 2) and connected the cup to a mechanical 


Figure 2 


Cataract extraction with the mechanical erisiphake. 


vacuum pump controlled by a foot switch. This 
mechanical erisiphake, as it was called, was used in 
Spain for many years but it gained relatively little 
acceptance in other countries. During the last few 
years, however, an increasing number of surgeons 
have been visiting Barcelona and adopting this 
method. Several ophthalmologists in New York, 
London and Europe have produced mechanical 
erisiphakes designed on exactly the same principles 
as Barraquer’s original. These mechanical erisi- 
phakes are proving a more effective means of re- 
moving the whole lens without rupturing the cap- 
sule than the use of the forceps. 

b) Alpha Chymotrypsin 

In 1958 Barraquer‘*, a son of the ophthalmologist 
who introduced the mechanical erisiphake, first 
described the use of this enzyme. It was mentioned 
in this review last year®. Since then numerous 
drug houses have produced it and more and more 
surgeons are incorporating the enzyme into their 
technique of cataract extraction. I have described 
its use elsewhere® so that only a brief mention of 
it will be made here. 

After the incision into the eye has been made, 
Alpha Chymotrypsin in an appropriate dilution is 
squirted behind the iris. Numerous experiments 
have been made and it has been found that the 
correct concentration of 1 in 5,000 or 1 in 10,000 
appears to have no harmful effect upon the other 
structures of the eye. The enzyme has a selective 
effect upon the zonule of the lens so that in two 
or three minutes after its injection the lens is 
dislocated and lying free upon the surface of the 
vitreous. The mechanical erisphake of Barraquer is 
eminently suitable for removing such a dislocated 
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lens because it can be applied without the slightest 
pressure upon the lens or the vitreous. 

Barraquer’ has reported favourably upon the use 
of Alpha Chymotrypsin in 297 cases. This is the 
largest individual series of cases to be reported so 
far but many smaller series have been published: 
(Cogan*, 72 cases; Rizzuti®, 32 cases; Reed®, 106 
cases) and the consensus is that its use represents 
a great advance in cataract surgery. 

Undoubtedly the greatest value of Alpha Chymo- 
trypsin is in the removal of cataracts from patients 
in the younger age group, particularly those from 
the ages of 20 to 50 when the zonule is tougher than 
the capsule and an intracapsular extraction is dif- 
ficult to accomplish. Before the advent of this 
valuable enzyme few eye surgeons would attempt 
an intracapsular extraction on a patient under the 
age of 40. 

c) Sutures and Wound Closure 

For centuries general surgeons have used sutures 
to close wounds, but eye surgeons have been slow 
to use sutures to clese wounds in the eye ball. The 
reasons for this slow adoption of a practice which 
is so commonplace in other departments of surgery 
are not far to seek. The cornea and the sclera are 
tough, but only about 1 mm. thick. Very sharp 
needles are therefore required to pierce them with- 
out deforming the eye. 

It was early realized that when suturing the 
cornea or sclera it was dangerous to pass the suture 
through the whole thickness of the tissue. If this 
was done it tended to result in leakage of the intra- 
ocular fluids along the suture track. Such a track 
tended to become lined by epithelium and might 
fail to heal, thus giving rise to a permanent fistula 
with the threat of intraocular infection. 

A suture must be placed so that it involves only 
the outer one half or one third of the cornea or 


sclera. To do this a very sharp needle and very fine 
suture material are essential. 

It is only during the last decade that really sharp 
needles and fine materials have become available. 
With the improvement in materials the use of 
sutures has increased. When sutures were first 
used they were put only into the conjunctival flap. 
Later, one suture was put into the sclera before 
completing the corneoscleral incision. As experience 
increased the number of sutures was increased to 
two and then to three, and now many surgeons 
insert from five to seven corneoscleral sutures’. An 
infinite variety of ways of inserting sutures have 
been designed and described. 


With this increase in suturing of the corneoscleral 
wound there has been a significant decrease in post- 
operative complications. Post-operative bleeding, 
iris prolapse and leaking wounds occur much less 
frequently. Patients are allowed out of bed the day 
after surgery instead of lying flat with the head 
between sandbags for one week. They may often 
go home after eight days instead of staying in hos- 
pital for two or three weeks. This development in 
suturing in cataract surgery has been so gradual 
that it is passed almost unnoticed. Nevertheless it is 
most significant and it has made the post-operative 
course of cataract extraction far less hazardous and 
irksome for the elderly patient. 
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Ophthalmodynamometry 
William May, M.B., B.S., D.O. 

In 1917 Bailliart! described a method of estimating 
the blood pressure in the branches of the central 
artery of the retina. The principle is the same as in 
sphygmomanometry. Pressure is applied indirectly 
to the wall of the artery until pulsations appear 
(diastolic pressure) and then further pressure is 
applied until the pulsations disappear (systolic 
pressure). The value of this investigation has not 
been appreciated until the last few years, and even 
now its full clinical value and its implications are 
not fully realized. 

The Ophthalmodynamometer 

One of Bailliart’s original instruments is still 
used. It consists of a spring loaded plunger, the 
movements of which are transmitted to a dial 
indicating pressures from 10-150 gms. of water. 
Taking into account the initial intraocular pressure, 
Magitot and Bailliart? produced conversion tables 
tomm. of Hg. This conversion is not essential since 
the test is mainly of comparative value. 

The Method 

The intraocular tension is measured in each eye. 
It is helpful if the pupil is dilated with a mydriatic 
such as Neosynephrin 10%, since many patients are 
elderly and have small pupils and lens opacities. 
After about thirty minutes, a drop of tetracaine 
hydrochloride (Pontocaine) %% is instilled into 
each conjunctival sac to make the procedure more 
comfortable for the patient and the observer. 

The patient, who may be lying or sitting, is asked 
to fix a point straight ahead. The observer holds 
the ophthalmoscope in the normal manner (right 
hand for right eye, left hand for left eye) and 
distinguishes the artery from the vein at the optic 
disc. The ophthalmodynamometer is held in the 
free hand, and its footplate is placed on the sclera 
at the outer canthus about 1 cm. from the corneo- 
scleral junction. Pressure is slowly applied along 
an imaginary line directed towards the centre of 
the globe. At the first complete pulsation of the 
artery the pressure is noted by an assistant. The 
pressure is then slowly increased until one pulsa- 
tion is not conducted through the artery. This is 
indicated by blanching and is the systolic pressure. 
If the same pressure is maintained pulsations will 
reappear spontaneously, disappearing with the ap- 
plication of more pressure—but giving too high a 
reading. The test is then performed on the other 
eye. Since the examination forces aqueous from 
the eye it cannot be repeated with accuracy for 
thirty minutes. 


Results of Ophthalmodynamometry 


A. Normals 
No.of % ar ~~ in pressure 

Author Cases ‘o sides 
Heyman et al? 50 Fy than 1 5% 
Less than 10% 

B. Carotid Occlusion 

% reduction in 
on occlud: 

eyman 
13 20% - 59% 
29% - 86% 


Ophthalmodynamometry in Carotid Artery Disease 

The central retinal artery is a branch of the 
ophthalmic artery, which arises as the first intra- 
cranial branch of the internal carotid artery. Any 
obstruction to the internal carotid artery, therefore, 
may cause some lowering of the blood pressure in 
the central retinal artery on the same side. How- 
ever, there is a very adequate collateral circulation 
to the eye which still preserves vision, in some 
cases even after ligation of the ophthalmic artery. 
For this reason lowering of the intraocular blood 
pressure is not a constant finding in all carotid 
artery occlusions. Heyman and his colleagues3, 
however, state that providing the readings are 
accurate a reduction of 25% - 30% in both systolic 
and diastolic pressure is diagnostic of impaired 
carotid circulation. Their series of experiments 
showed that in partial occlusions whilst the dia- 
stolic pressure may be equal on the two sides, a 
difference in the systolic pressure may be found. 
Comment 

As has been suggested, the full implications of 
ophthalmodynamometry are not understood. It is 
known that errors in the reading may be obtained 
where there is a raised intraocular tension or where 
there is ocular or orbital pathology. Ophthalmolo- 
gists have probably not taken full advantage of 
the Bailliart Ophthalmcdynamometer. Some work 
has been done and is well described by Espildora 
Luque*. However, perhaps only when measure- 
ments have been taken routinely in a large series 
of patients and related to their brachial blood 
pressure, will a little more of its significance be 
realized. We are trying to relate the brachial and 
intraocular blood pressures in senile macula de- 
generation, since this may give a lead to the cause 
of this affliction of the elderly. 

A’ recent article by Smith and Cogan’ describes 
a patient with “pulseless syndrome” due to an 
aneurysm in whom the blood pressure could not be 
measured in any extremity. The blood pressure 
was recorded by repeated ophthalmodynamometer 
measurements. This case is particularly interesting 
because these findings led to the diagnosis and 
successful therapy of an acute fulminating renal 
hypertension. 
Conclusion 

Ophthalmodynamometry is a safe and relatively 
easy procedure to ascertain the systolic and diastolic 
blood pressures in the central retinal artery. It is 
a helpful adjunct to the diagnosis of carotid artery 
disease, but only when both fundi can be observed. 
Further investigation may show it to be of value 
in other ocular and systemic diseases. 
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Contact Lenses 
Jack Mendelson, M.D. 


Some may think that contact lenses are of such 
recent origin as to be almost experimental. The 
fact is, however, that contact lenses date back to 
well before the turn of the century and have a 
history rich in experimentation and trial and error. 

The first lenses made as early as 1817, were 
therapeutic lenses that fitted into the fornices under 
the lids all the way round, and had a scleral por- 
tion and corneal portion, (Fig. 1A). They were first 


A B C 
Figure 1 


A. Cornea-scleral contact lens. 
B. Early corneal contact lens. 
C. Modern micro contact lens. 


made of glass and then plastic. These were fitted 
by trial and error; later, moulds much as dental 
impressions were used. Thousands of people wore 
these lenses; many still do. They may even be the 
contact lens of choice in sports, swimming and 
diving. It was only the persistent and well motiva- 
ted individual who could wear these and even then 
6-8 hours was a maximum wearing time. 

About twelve years ago, with the introduction 
of the corneal contact lens, (Fig. 1B) it became 
possible for a very large percentage of the eye- 
glass wearing public to wear contact lenses. With 
increasing skill in manufacture and in fitting, these 
have become smaller than the corneal diameter 
and now vary from 8 to 11 mm. in diameter (Fig. 
1C) with an average weight of % gr. and a centre 
thickness from 0.05 mm. to 1 mm. They cover about 
half of the corneal area and move about on the 


Figure 2 


Micro contact lens in place on the cornea. 


surface of the tear layer. They stay on the cornea 
by surface tension cohesiveness (Fig. 2). Move- 
ment up and down and to the sides is limited, 
by the change in curvature, of cornea and sclera at 
the limbus. They are used without fluid, but are 
inserted wet, and wetting agents are needed tc 
clean the plastic surface. 


These tiny lenses can now be very accurately 
ground. One to two millimeter secondary curves 
are added peripherally to flare out the edges to 
allow a free passage of tears to the anterior corneal 
surface. The edge is so accurately rounded and 
smoothed that the lids have the minimum of sen- 
sation passing over them. The inner surface is 
ground with a fixed relation to the least curved 
meridian of the cornea. Irregularities of the cornea 
including astigmatism, keratoconus and scars are 
filled in by the tears. In this way we can help 
cases that could not be helped by conventional 
glasses. The correction is ground on the anterior 
surface. 


Patients with a marked difference in refraction 
between two eyes (anisometropia) can have both 
eyes corrected with reasonable hope for fusion. 
The most extreme example of this is the unilateral 
aphake. 


The question of bifocals may have its answer in 
a recent development. A lens ground with a central 
distance correction and a ring near correction. (Fig. 
3). Rotational movements of the lens do not dis- 
turb the position of the segments. In the reading 
position with the eyes turned down, the lower lid 
raises the reading segment in front of the visual 
axis. 


| 

| Distance 
| 


Reading 


Figure 3 


Bifocal contact lens. 


Other advances in this field have mainly to do 
with instruments to measure the anterior corneal 
curvature more accurately, instruments to measure 
the power and curvature of the lenses themselves 
and techniques in fitting individual patients. 
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New Drugs in the Treatment 
of Glaucoma 
J. E. L. Bendor-Samuel, M.B., B.S., D.O.M.S. 


Not so long ago glaucoma was considered to be a 
hopeless disease. Today, thanks to a new conception 
of its nature, much can be done to preserve the 
sight of its victims. Research continues — research 
directed towards the medical treatment of this 
complaint and the discovery of new drugs for this 
purpose. Some of these new drugs will be discussed 
in this paper. 

Closed Angle Glaucoma 

The treatment of closed angle glaucoma is surgical. 
Such surgery is, however, preferably carried out in 
a quiescent phase when the eye is uncongested, the 
intraocular pressure is moderate and the anterior 
chamber is present. The surgeon, faced with an 
acute attack of closed angle glaucoma, makes it 
his first object to reduce the intraocular pressure 
by medical means, and only if this fails does he 
operate during an acute attack. This is done clas- 
sically by the use of miotics and in more recent 
years with the help of Diamox intravenously. In 
some cases, however, this method is ineffective. It 
has now been shown that such cases will respond 
to the administration of intravenous urea. 

The miotic drugs act by reducing the size of the 
pupil and so opening up the filtration angle, that 
is to say, by increasing the facility of outflow of 
the aqueous. Diamox and the allied drugs act by 
reducing the production of aqueous. Urea does 
neither of these, but by diminishing the water con- 
tent of the eye it reduces the intraocular volume 
and so also the intraocular pressure. The urea is 
dissolved in a 10% solution of invert sugar, and 
given in a dose of one gram of urea per kilogram 
of body weight. It is administered at the rate of 
3.5 cc. per minute. Hypertonic saline will, of course, 
have the same effect, but the intraocular pressure 
rapidly returns to normal while the effect of urea 
lasts for about five hours. 

The urea has the same effect on the cerebrospinal 
fluid and, in consequence, side effects of the ad- 
ministration of urea are headache, backache and 
vomiting. These, however, pass quickly and treat- 
ment is not usually required. 

The five hours provided by the use of urea 
should be sufficient to enable the surgeon to oper- 
ate under more suitable conditions. Local instillation 
of miotics should continue during this time. 

It is of interest to recall that in cases of sudden 
occlusion of the retinal artery, it is usual to attempt 
to reduce the intraocular pressure rapidly, and that 
urea offers a new method of attempting to do this. 
Simple Glaucoma 

The aim of therapy in simple glaucoma is to 
maintain a lowered intraocular pressure 24 hours 
a day. The standard method of achieving this is by 
the use of miotics, but to be effective they must be 


given five times a day, and even then there may 
be a rise in pressure during the night. Further, no 
ophthalmologist can be sure that his patient will 
never forget to use the drops, yet every rise in 
pressure may be insidiously damaging the fibres 
of retina and optic nerve. 

It is not uncommon to encounter cases that do 
not respond to the drug and where the pressure 
obstinately remains above safe levels. These may 
be treated by administering Diamox in addition to 
the miotic, and many patients have been kept on 
this drug for long periods of time. Not all, how- 
ever, are able to tolerate it for more than a short 
period. Epinephrine bitartrate may then be used, 
in addition to the normal miotic. One drop of a 
2% solution may be given at night time. Like the 
carbonic anhydrase inhibitors, epinephrine bitar- 
trate acts by reducing the production of aqueous. 

What is required is a drug more powerful than 
pilocarpine and one which does not have to be 
administered so frequently. Di-isoflurophosphate, 
usually known as D.F.P. has been available for a 
long time and is a powerful miotic. It is, however, 
unstable in water and has to be given dissolved in 
oil. It has never been widely accepted. Now, how- 
ever, two new drugs are on the market which are 
more stable in water and which promise to be use- 
ful under certain conditions. They are Echothio- 
phate or Phospholine Iodine, and Humersol, or, as 
it is often called, B.C. 48. These two drugs are 
similar in action and will be discussed together. 
They are used in drops of 0.25% to 0.1%. An 
aqueous solution of 0.25% will at the end of three 
weeks have a strength of 0.1% and is still effective, 
but the solution should not be kept for a longer 
time than this. One drop daily is usually an ade- 
quate dose. 

Both drugs have certain uncomfortable side 
effects. When first administered they are liable to 
cause pupillary spasm, headache and abnormalities 
of accommodation. These symptoms, however, usu- 
ally subside after the drug has been used for a few 
days. It is advisable to give the drug at bedtime 
and for the first week to recommend the preliminary 
use of some form of analgesic. After a week this 
last should no longer be necessary. More serious 
complications, arising after the drug has been in 
use for some time and necessitating the abandon- 
ment of this form of therapy, are the formation of 
iris cysts and the occurrence of aqueous flare and 
even iritis. Recovery quickly takes place on the 
cessation of the use of the drug. Both drugs may 
cause a temporary rise in intraocular pressure when 
first administered, and thus should never be used 
in closed angle glaucoma. 

Should it be desirable to counteract the effects 
of Phospholine or Humersol, this may be done 
immediately by the sub-conjunctival injection of 
P.A.M. in doses of 0.1 cc. of a 5% solution. In 
this respect these drugs have an advantage over 


pilocarpine. 
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Common Radiological Terms 
And Their Significance 
G. S. Wheeler, M.D. 
and 
C. W. Hall, M.D. 
Department of Radiology, St. Boniface Hospital 

There are enough pitfalls in the diagnosis and 
management of any given illness without adding to 
them by poor understanding between the radiolo- 
gist and referring physicians. Terms which are 
very clear and full of meaning to the radiologist 
may not exactly seem that way to the doctor read- 
ing the report. How many of the readers really 
know what is meant by a deformed duodenal cap 
or a poorly visualized gallbladder? There are 
many terms akin to these and some will be dis- 
cussed in the following paragraphs. Ideally, all 
question marks in this field should be clarified by 
personal contact between the doctor in charge of 
the case and the radiologist. Unfortunately, this is 
not always possible, and we hope the foilowing 
will clarify some common radiological terms with 
regard to their physiopathological significance. 
Gastro-intestinal tract 

Barium meal, Barium series, stomach and duo- 
denum, Upper G.I., all have essentially the same 
meaning. 

(a) The presence or absence of a hiatus hernia 
cannot always be ascertained on a single examina- 
tion. These types of herniae, like other abdominal 
ones, are not always present, nor can they always 
be induced at will. 

(b) Prominent or diminished gastric rugae: These 
per se are the most unreliable signs of gastric 
pathology and may be normal variants. 

(c) Increased fluid (secretions) in the stomach: 
This suggests an outlet obstruction of the stomach, 
either of an inflammatory or malignant nature. In- 
creased secretions may of course be present in the 
absence of obstruction. 

(d) Rigidity or lack of mobility of stomach wall 
is consistent with either a neoplastic or an inflam- 
matory infiltration. 

(e) Filling defect: This usually refers to some 
tumorous condition (benign or malignant) pro- 
truding into the lumen of any hollow viscus. 

(f) Barium rest: This has three possible mean- 
ings. The commonest being: (1) Barium in an 
ulcer crater. (2) Barium retained in a diverticulum 
like pouch—of any type. Occasionally it is difficult 
to differentiate between ulcer or diverticulum, and 
the associated findings must be carefully correlated. 
(3) Barium caught between large rugal folds—this 
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is normal but occasionally is difficult to differentiate 
from an ulcer. 

(g) Spastic or irritable duodenal cap: This can 
be associated with either an intrinsic or extrinsic 
duodenal lesion. Both gallbladder and appendiceal 
disease, as well as inflammatory lesions of the 
duodenum and pyloric regions can produce these, 
Nervous tension may also be an important factor 
in producing this appearance. 

(h) Deformed duodenal cap: This finding is 
indicative of either intrinsic (e.g. ulcer) or ex- 
trinsic disease (e.g. adhesions) of the duodenal 
bulb. Commonly it is indicative of present or past 
ulceration, and it is up to the physician in charge 
of the case to correlate the patient’s symptoms 
and physical findings and then to decide on the 
presence or absence of an active ulcer. If a barium 
rest is associated with the deformed cap, this is 
strong evidence of current ulceration. Most duo- 
denal ulcers will heal with some scarring and 
deformity, but healing can occur leaving a normal 
appearing cap. 

(1) Four hours gastric retention: This is fre- 
quently normal and not of clinical significance. In 
the adult, retention after a six hour period should 
always be considered abnormal until proven other- 
wise. The infant may not completely empty his 
stomach until an eight hour period has passed. 


Small bowel series 

During this procedure, serial fluoroscopy and 
filming of the abdomen are done, until the contrast 
medium (usually a colloidal type of barium) has 
traversed the entire small bowel. It is wise to do 
the small bowel study as a separate procedure from 
the barium meal, as in the latter case, 8 ounces of 
barium are ingested and there is excessive overlap 
of small bowel loops. The 3 or 4 ounces of barium 
used for the small bowel series permits the visual- 
ization and more accurate assessment of individual 
loops. 
Barium enema 

The word spasm or spasticity is frequently used 
but has no specific pathological significance. It 
may be associated with diverticulitis or one of the 
colitides but also occurs frequently in the normal 
individual. The writers believe that a plain barium 
enema should always precede an air contrast study 
and also that normally the plain barium enema and 
air contrast studies should be considered as two 
separate procedures. The main reason for this is 
that an attempt should be made to visualize the 
terminal ileum in the routine studies, and if this 
is accomplished, the diagnostic value of the con- 
trast study is greatly reduced by overlapping small 
bowel filled with barium. Incidentally, this retro- 
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grade filling of the terminal ileum is the best 
method of examining the distal small bowel. 

Cleansing of the colon prior to the barium study 
is the most important part of the procedure. A 
new growth is very difficult to differentiate from 
a stool particle, so the enemata and cathartics ad- 
ministered, are definitely worthwhile. 

Gallbladder visualizations 

Two methods are commonly in use: (1) Oral. 
(2) Intravenous. The latter is commonly reserved 
for post-cholecystectomy problems, where common 
duct lesions are suspected. In possible gallbladder 
disease, oral cholecystography is the investigative 
procedure of choice. Frequently the ductal system 
is well opacified in this manner and I.V. procedure 
is not required. If the gallbladder has failed to 
visualize on two successive occasions, there is a 
95% chance that the gallbladder is pathological, 
e.g. gallbladder function is poor and there may or 
may not be calculi present. 

If the icteric index is greater than 16 to 20 or the 
blood bilirubin greater than 3 mgm. any form of 
cholecystography will likely be a failure. Attempts 
at visualizing the gallbladder during episodes of 
acute cholecystitis will usually fail and a “non- 
visualizing gallbladder” will result. 

There are several reasons why a normal gall- 
bladder may not visualize: (1) Failure of the 
patient to ingest the opaque media. (2) Emesis of 
the pills soon after ingestion. (3) Diarrhea with 
too rapid transit of the opaque so that adequate 
absorption is not possible. (4) A normal gallblad- 
der that for some unexplainable reason fails to 
visualize. 

Urinary tract 

(a) Kidney, Ureter, Bladder (K.U.B.) films. Prior 
to this study there is an attempt made to cleanse 
the large bowel by enemata and cathartics. This 
should permit clearer visualization of the renal and 
psoas shadows and possible calculi. 

(b) Plain films of the abdomen. These cover the 
same anatomical area as the K.U.B., but there is 
no attempt made at bowel preparation. In fact, 
bowel preparation is contra-indicated as these film 
studies are used in the evaluation of the suspected 
acute abdomen. Both flat, upright and/or lateral 
decubitis films are made. There is a potential dan- 
ger of missing urinary or gallbladder pathology 
when bowel preparation is avoided, but a K.U.B. 
can subsequently be done once a bowel lesion is 
excluded. 

(c) Psoas shadows. The absence (not obscuring 
by bowel content) is frequently good evidence of 
pathology—either retroperitoneal or related to the 
spine. Further investigative procedures such as 
spine films or an I.V.P. can then be done. 

(d) Visualization of the upper collecting systems 
usually occurs within 3 to 5 minutes of the injec- 
tion of the opaque iodine media. The rapidity and 
degree of visualization of the pelves and calyces is 


a fairly good indication of renal function. If the 
B.U.N. is elevated beyond 40 mgm. percent, visual- 
ization will be correspondingly poor and there is 
not much value in doing an I.V.P. Conversely renal 
function may be good, but anatomical detail of the 
collecting systems is poor, due to overlying bowel 
content. In these cases it is difficult to exclude 
pathology with certainty. Correlation with clinical 
and laboratory findings is essential and, if there is 
still doubt as to normalcy, a repeat I.V.P. or a 
retrograde study may be indicated. 

If the patient is well prepared (bowel cleansed 
and dehydrated) excellent I.V.P.’s should be ob- 
tained, and the number of subsequent retrograde 
studies considerably reduced. 

Chest 

(a) One of the most abused and least understood 
terms is “accentuated bronchovascular markings.” 
This is purely a relative term and its true signifi- 
cance can only be decided by close correlation with 
the clinical findings. It may be normal for any 
given individual. Commonly it is associated with 
emphysema and is due to the increased amount of 
air in the surrounding lung parenchyma. It also 
may be indicative of an early or resolving inflam- 
matory process. In children the “normal markings” 
are commonly accentuated, because of the film 
being taken in expiration. In these cases it is diffi- 
cult to exclude pathology with absolute certainty, 
and further radiographic examinations are depend- 
ent on the clinical indications. 

(b) Large hilar shadows (“lung roots”). This 
may be a normal variant, but may be indicative 
of enlarged pulmonary vessels (e.g. hypertension 
and/or congestion). Large hilar glands or neo- 
plasms may also be responsible. Frequently there 
are other findings, which help direct the examiner 
to the likely diagnosis. Fluoroscopy, planography 
and angiography may be required for clarification. 

(c) Unfolding of the aortic arch is a rather poor 
descriptive term but is difficult to replace. It 
means that the arch has elongated and the knob is 
more prominent to the left of the spine. It occurs 
in atherosclerosis with or without an associated 
hypertension. 

(d) Heart size and configuration. In the adult 
the heart should be no larger than 55% of the 
transverse diameter of the chest. This relationship 
is commonly referred to as the cardiac-thoracic 
ratio. This percentage is not applicable to infants’ 
films where the transverse diameter of the neo- 
natal heart may normally be 70% of the diameter 
of the chest. The thymus gland shadow may be 
enormous and still be normal. This frequently 
accounts for the very large mediastinal shadow en- 
countered in infants. Heart size is directly related 
to the depth of inspiration and a large heart may 
be more apparent than real, because of the trans- 
verse position assumed when the diaphragms are 
elevated. Adequate radiological evaluation of the 
heart requires fluoroscopy and appropriate films. 
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its scope and that many of the explanations are 
not complete. However, by attempting to make it 
more comprehensive the basic ideas might be lost 
and the purpose of the paper defeated. 

It is important for both the referring physician 
and the radiologist to realize that the radiological 
studies are only one part of a patient’s examina- 


We realize this paper is far from all-inclusive in. 


Bacteriology 


tion. For satisfactory evaluation these results must 
be carefully correlated with the laboratory and 
clinical findings. 

When in doubt as to the physiopathological 
significance of a finding, please do not hesitate to 
call on your radiological consultant. The closer 
we work together, the better it is for our major 
interest and first consideration — the patient. 


Recent Advances in Bacteriology 
J. G. Fox, M.D. and L. P. Lansdown, M.D. 


It is difficult in the field of microbiology to 
decide what is “recent” and what is an “advance.” 
In this review, current trends in the past five years, 
will be considered. Whether these will ultimately 
prove to be “advances” will not be agreed upon for 
some years to come. 

Because the authors are associated with a Public 
Health Laboratory, it is only natural that the 
emphasis in most of the following subjects is on 
epidemiology. 

Staphylococcal Disease 

Certainly for the past decade the still ubiquitous 
staphylococcus has presented a persistent and ever 
increasing challenge. Out of all that has been 
written on staphylococcal infections, possibly a few 
established principles might well be reiterated. 
These principles apply especially to hospitals, which 
are probably the chief reservoir of infection. Epi- 
demiologic studies in the newborn indicate that 
babies are inoculated with staphylococci in the 
nursery. Micro-organisms colonize in the nose and 
umbilical cord of the infant and from there spread 
occurs to the skin and surrounding fomites. The 
average length of time for an infant to develop 
infection is from six to eight days. The mother’s 
breast is probably infected during nursing and 
breast abscesses develop approximately fourteen 
days after delivery. After discharge of the mother 
and infant, staphylococci may be spread to other 
members of the family, and recurrent furunculosis 
may persist in the family for many weeks or years. 
At least 60% of pathogenic staphylococci are typ- 
able, which makes it possible to trace the origin 
of epidemic conditions. Two well known epidemic 
or “hot” strains such as type 80/81 and 44A are 
usually found to cause the majority of infections 
in hospitals throughout the world. Among hospital 
personnel the general nasal carrier rate of patho- 
genic staphylococci was shown to be highest 
among residents, internes and nurses, in that order. 
Patients showed the lowest carrier rates. In operat- 
ing rooms it has been demonstrated that, as the 
number of people in the theatre increased, the bac- 
teria increased proportionately and, as the motion 
in the room decreased, the bacterial count in the 


room also decreased. Epidemic strains may replace 
non pathogenic staphylococci in the noses of carrier 
patients. These strains may infect hospital per- 
sonnel and patients, or these persons may act as 
carriers. Fomites such as linen, blankets, mattresses 
and bath tubs, unless properly disinfected, may be 
sources of infection. Scrub mops and surgeons’ 
shoes are often highly contaminated and serve to 
perpetuate infection. Principles of control must in- 
clude good statistics on the incidence of infection, 
proper facilities for hand washing, and the disposal 
or decontamination of contaminated materials. Good 
housekeeping practices must be maintained with 
the elimination of dry sweeping and mopping, the 
proper handling of clean and contaminated linen, 
and the use of rigid sterile technique in the operat- 
ing room. New emphasis must be put on these 
familiar practices, if infection is to be controlled. 
The separation of patients with staphylococcal in- 
fections is also important to prevent contact of the 
personnel and other patients with epidemic strains, 
and members of the staff must report the presence 
of their own infections and receive treatment for 
them. All hospital personnel have a great respon- 
sibility in this endeavour’. 

The number of deaths from staphylococcal 
septicaemia has risen perceptively since 1948 as 
has the total mortality of all types of septicaemia. 
However, in patients one month of age and over, 
staphylococcal septicaemia outranked the next spe- 
cified septicaemia (streptococcal) by over 3-1 in 
incidence in the year 1957. In the same period 1948 
through 1957, streptococcal septicaemias have de- 
creased while pneumococcal septicaemias have 
largely remained stationary?. 

Staphylococcal Enterotoxin and Food Poisoning 

The need for a simple and specific technique for 
demonstrating and assaying staphylococcal entero- 
toxin has been recognized for a long time. Evi- 
dence incriminating suspected foods in outbreaks 
of staphylococcal food poisoning is largely circum- 
stantial and is limited to the use of-epidemiological 
findings and the demonstration of the presence 
in the suspected food of appreciable numbers of 
enterotoxin-producing staphylococci. The very ubi- 
quity of the staphylococcus, and, conversely, the 
possibility of the presence of the heat resistant 
enterotoxin in food which no longer contains viabl= 
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staphylococci, detract considerably from the value 
of such procedures. 

It is interesting to note that a completely 
dializable fluid medium for the production of 
staphylococcal enterotoxin has been developed. 
The antigenicity of staphylococcal enterotoxin and 
in vivo protection of cats against enterotoxin of 
heterologous and homologous strain origin has 
been demonstrated. Of 29 strains of staphylococcus 
examined for enterotoxin by intravenous cat test, 
21 enterotoxigenic and two non-enterotoxigenic 
strains were found to be serologically related and 
set apart from the remaining six non enterotoxi- 
genic strains when examined by the agar diffusion 
test of Ouchterlony3. 

E. Coli enteritis 

A six months survey of the prevalence of shigella 
and salmonella and four enteropathogenic E. coli 
groups in 172 healthy pre-school children was con- 
ducted in Eastern Kentucky in four areas having 
diverse housing and sanitary facilities. Fifty-nine 
Shigella, three Salmonella and 13 enteropathogenic 
E. coli were isolated from 1,000 cultures; of 13 posi- 
tive E. coli isolations, 6 were group 055, 4 were 0111 
and 3 were 0127. E. Coli 026 was not recovered. 
None of the 13 children with a positive culture gave 
a history of being ill, and all subsequent monthly 
cultures were negative. In 28 cultures on siblings 
of seven children, only one instance of intrafamilial 
spread was observed. 

The four enteropathogenic E. coli groups did not 
contribute appreciably to the diarrheal attack rates 
in the areas sampled. The rate of occurrence of the 
four E. coli sera types did not correlate with the 
reported diarrhoea morbidity from the study popu- 
lation, in contrast to the correlation of shigella 
incidence with morbidity. If we may assume that 
the four enteropathogenic E. coli groups were 
rapidly recovered by the laboratory tests employed, 
it is apparent that these particular E. coli groups 
did not contribute appreciably to the diarrhoea 
morbidity in the populations under study. Although 
the numbers are too small to draw definite con- 
clusions, it is notable that in only one of seven 
instances was there any evidence of intrafamilial 
spread. Also of note was the observation that all 13 
positive individuals were negative when cultured 
one month later. This low rate of transmission 
within the family and the apparent short carrier 
period might possibly be accounted for by the 
absence of diarrhoea. Histories of the positive 
children indicated that they had no more than one 
bowel mevement in 24 hours. This lessened ap- 
preciably the possibility of cross and auto infection 
hazards compared with conditions existing in a 
household where an ill child has six to 12 loose 
movements in the same period‘. 

Clostridium perfringens in food poisoning 

At present the causes of about 100 of the more 

than 200 food poisoning episodes reported annually 


in the United States are unknown. A species of 
bacteria known as Clostridium perfringens (B. 
Welchii) was identified by the Public Health Ser- 
vice in both food and human specimens collected 
during an investigation of an episode. These bac- 
teria are reported to account for about 25% of food 
poisoning cases in England, but have not been con- 
sidered a hazard elsewhere. The reported episode 
occurred following the ingestion of a turkey dinner 
aboard an interstate carrier. There were 450 pas- 
sengers aboard the train and of the 300 who replied 
to the questionnaire, 160 listed symptoms indicative 
of Clostridium perfringens food poisoning. Labora- 
tory findings correlated almost exactly with the 
clinical findings. Clostridium perfringens organ- 
isms as well as large numbers of enterococci were 
found in samples of the turkey dressing. Since 
some authorities believe that large numbers of these 
organisms may cause the same type of food poison- 
ing, additional tests by the Walter Reed Medicai 
Center, and Dr. Barbara Hobbs, an expert on 
Clostridium perfringens in London, are being per- 
formed. Although the results of these tests have 
not been completed, the finding of Clostridium per- 
fringens in this outbreak has led to speculation as 
to whether it may not be a frequent cause of food 
poisoning’. 
Meningococcal infections 
Since the introduction of sulfonamides in 1937, the 
fatality rate of meningococcal infections fell from 
about 40% to around 20% in the ensuing few 
years. However, in the past 15 years the fatality 
rate has remained at a slightly higher level, around 
25%. The two principal classes of meningococcal 
infections are meningitis and septicaemia. About 
1950, approximately 2/3 of all deaths from meningo- 
coccal infections were attributed to meningitis, but 
during the past few years there has been about the 
same number ascribed to meningococcemia as to 
meningococcal meningitis. Since no morbidity data 
as to type of infections are available, it cannot be 
determined whether the septicemic form is becom- 
ing relatively more frequent. The number of deaths 
from meningococcal infection reported annually is 
far in excess of those from diphtheria, measles, 
streptococcal sore throat and scarlet fever, typhoid 
fever or whooping cough. Since 1955 meningococcal 
infection has outranked poliomyelitis as a cause of 
death. The fact that this acute infection causes 800 
deaths a year in the United States and one fatality 
for every four cases reported, suggests the need for 
the development of more effective methods for its 
early diagnosis and control*. 
Transplant of human Leprosy 
During the eighty-five years since Dr. Gerhard 
Hansen discovered the leprosy bacillus, claims of 
successful culture of the bacteria in laboratories 
and the production of the disease in animals have 
been made and later disproved. Experiments along 
this line have been reported by Dr. Chapman H. 
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Bindford at the Armed Forces Institute of Pa- 
thology. In the experiments, bacilli from skin 
specimens of leprosy patients, were inoculated into 
two sets of 50 golden hamsters. Infections paral- 
leling those of human leprosy in tissue pattern, 
number of bacteria in cells, and presence of bac- 
teria in nerves, appeared in the hamsters in the 18 
months following the inoculation. Bacilli from these 
animals were then injected into a second group of 
hamsters and in five months an infection that re- 
sembled leprosy again appeared. Bacilli from that 
group have been transferred to a third set of ham- 
sters with apparently. successful results. Although 
results of these experiments must be viewed cau- 
tiously and confirmed by repetition, it is hoped 
that other researchers will try to reproduce these 
results. 
Trichinosis 

Because of the frequent difficulty in clinical and 
laboratory diagnosis of Trichinosis, there has been 
need for a simple rapid and reliable diagnostic test 
for this disease. The Suessenguth-Kline floccu- 
lation slide test is simple and rapid. An antigen 
emulsion made of cholesterol crystals coated with 
an alkaline extract of lyophilized trichinae larvae 
is mixed on a slide with the serum to be tested and 
rotated for four minutes. The result is read micro- 
scopically by the degree of flocculation of the 
coated crystals. The test has been found to be 
97.1% reproducible. In an analysis of 62 cases, there 
were 27 positive tests obtained in which 25 were 
definitely diagnosed as Trichinosis clinically and 
in which one of the other two cases was clinically 
inconclusive. Of the 35 negative results, none were 
clinically diagnosed as Trichinosis. The test gave 
positive results for 11 diagnosed cases of Trichinosis 
for which the complement fixation test gave nega- 
tive results’. 


Human Infection with Atypical 
Acid Fast Organisms 

Many infections clinically resembling tubercul- 
osis have been reported in the literature lately, 
indicating that an atypical yellow, acid fast organ- 
ism is the agent responsible in some cases of human 
disease. Two cases are reported by Buhler and 
Pollak from the University of Kansas. In one case 
the patient, a male of 47 years of age, showed X-ray 
findings of tuberculosis of the lung. Sputum culture 
yielded yellow colonies of atypical, large, acid fast 
organisms unlike Mycobacterium tuberculosis. A 
right upper lobectomy was performed and micro- 
scopic study disclosed chronic granulation tissue 
consisting of giant cells, macro-phages, lympho- 
cytes, and fibroblasts. Large acid fast organisms 
found in the necrotic debris in the center of the 
cavity showed pallisade formation and beading. 
Guinea pigs inoculated with the organism showed 
atypical acid fast organisms when they were killed. 
The second reported case, a 21 year old youth, 
showed calcified abdominal lymph nodes on X-ray, 


and a biopsied inguinal lymph node histologically 
showed a granulomatous lesion characterized by 
tubercle formation and caseation. Acid fast stain 
revealed occasional large acid fast organisms 
and death occurred despite tuberculosis therapy. 
Autopsy findings included fibrinous peritonitis, 
minute palpable shotty nodules in the lungs, calci- 
fied caseous hilar lymph nodes and circumscribed 
white caseous and calcified areas in the spleen. The 
microscopic studies revealed lesions indistinguish- 
able from T.B. although some mononuclear phago- 
cytes did not resemble typical epitheloid cells, 
Acid fast organisms were seen in the spleen, lymph 
nodes and lungs. The organisms from both patients 
were morphologically and culturally identical. The 
individual organisms were large bacilli, strongly 
acid fast and resistant to decolorization with 1% 
HCL in alcohol. The rods were long, slender and 
prominently beaded when stained by the Ziehl 
Neelsen method. The bacilli varied greatly in length, 
average length being twice that of the H, Ry strain 
of human tubercle bacillus similarly prepared. The 
bacilli tend to occur in packets and clumps. The 
colonies on Lowenstein’s media were usually small 
and smooth. Edges tended to converge and spread 
along the surface of the media. The pigment of the 
colonies ranged from cream to buff, yellow ochre, 
golden yellow, yellow and yellow orange. The 
“yellow” bacillus grows most readily and character- 
istically on the media ordinarily used for growing 
the tubercle bacillus. It grows readily at 37°C. The 
earliest colonies appear in four days and heavy 
growth appears in three weeks. From numerous 
patients with tuberculosis-like diseases, a similar 
but distinct organism called the orange bacillus has 
been recovered. It produces a deep orange pigment 
on Lowenstein’s medium. The atypical “yellow” 
acid fast bacillus has proved to be pathogenic for 
guinea pigs and mice. The cases cited show that 
the “yellow bacillus” is definitely pathogenic for 
human beings. The exact classification of the 
organism is still controversial?®. 


Summary 

This article has been chiefly limited to a discussion 
of the epidemiology of some of our currently im- 
portant bacterial pathogens and the recognized 
principles of their control. Several new approaches 
to the diagnosis of some other less common but 
important human pathogens has been discussed. It 
is hoped that some of this material will be of help 
to the practising physician. 
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Pathology 1959 
D. W. Penner, M.D. 


Contributions to medical knowledge in the field 
of Pathclogy during 1959 are similar to 1958, in that 
there were no really startling discoveries. How- 
ever, much productive work has been done using 
both old and recently established techniques. The 
wider use of the electron microscope in particular 
has been responsible for many new concepts. Cyto- 
chemical techniques have also yielded much valu- 
able information. There were as well a number of 
good contributions by Canadian workers, including 
local scientists. 

Enzyme Histochemistry 

A very good review article on “Extension of the 
Limits of Cellular Pathology: The Role of Enzyme 
Histochemistry” by A. G. Everson Pearse, (J. Clin. 
Path. 11:520, 1958) summarizes the limitations of 
previous techniques and the contributions by pres- 
ent enzyme histochemical techniques. It is pointed 
out that older histological techniques were chiefly 
used to demonstrate structure, whereas histo- 
chemical methods contribute to knowledge of the 
functions and metabolic activity of cells. It has 
been shown that a single mitochondrion is an organ 
and methods are now so sensitive that completely 
new concepts of the organization of cellular events 
are predicted in the field of experimental path- 
ology. A further application of these techniques 
can be foreseen in the field of experimental phar- 
macology where it will be possible to demonstrate 
the earliest effect of drugs upon cells in sections, 
smears or tissue cultures. 

An interesting suggestion as to the etiology of 
collagen diseases was presented in the American 
Journal of Pathology (Vol. 34:4, July - Aug. 1958) 
by Wadi A. Bardawill, Benjamin L. Toy, Nora 
Galins and Theodore B. Bayles. This paper is an- 
other example of the application of histochemical 
techniques. In this experiment, gamma globulin 
and raw serum from individuals with various col- 
lagen diseases have been employed as histochemical 
stains against autologous, homologous and hetero- 
logous tissues by the fluorescent antibody tech- 
niques. Binding of the fluorescent material by 
tissue components is taken as presumptive evidence 
of local antigen antibody precipitation reflecting 
the presence of either true circulating antibody or 
an entity possessing similar affinities within the 
original test serum. Positive reactions are character- 
ized by a staining of nuclear material by test serum 
globulin labelled with fluorescent dye when viewed 
in a fluorescence microscope under ultra violet 
light. 

The findings by these methods lend support to 
the theory that disseminated lupus erythromatosus, 


Pathology 


scleroderma, and dermatomyositis may be mani- 
festations of a common disease process initiated by 
sensitization against either intrinsic or extrinsic 
nucleoprotein. 

The use of the fluorescent antibody technique is 
rapidly becoming valuable as a method of studying 
cell function. Such a method was successfully used 
to study the distribution of blood group substances 
in human tissues. (L. E. Glynn and E. J. Holborow. 
Brit. Med. Jour. 15: 150, May 1959). 


Use of Electron Microscope with 
Histochemical Techniques 

A considerable amount of research using the 
above two techniques has furthered our knowledge 
in a number of diseases. The structural basis of 
proteinuria in man was studied by David Spiro 
(Am. J. of Path. 35:47. Jan.-Feb. 1959). The basic 
alteration was shown to be an interruption in the 
basement membrane of the glomerulus. Altera- 
tions in the glomerular epithelium could also be 
demonstrated. Increased protein filtration in lipid 
nephrosis and glomerulonephritis is probably due, 
in part at least, to defects in the basement mem- 
brane. In amyloid disease, proteinuria is probably 
caused by the replacement of the basement mem- 
brane by the structurally loose amyloid substance 
which permits increased excretion of protein. The 
earliest deposits of glomerular amyloid were found 
in the subendothelial region of the capillary loop. 

Histochemical techniques were used by Luciano 
Ozzelo (Am. Jour. of Path. 35: 887. July-Aug. 1959) 
to study the behavior of basement membranes 
in intraduct carcinoma of the breast. In careful 
microscopic studies of a large series of intraduct 
carcinomas of the breast, no evidence of stromal 
invasion was seen in multiple sections stained by 
conventional methods, yet two of the cases showed 
regiona! node metastases. Histochemical studies of 
the basement membrane showed focal disruption 
or complete absence of the membranes. This was 
considered to represent the first detectable evi- 
dence of invasion. 


Cytology 

Cytochemical techniques combined with fluo- 
rescence microscopic techniques are now being 
employed by Dr. Felix D. Bertalantty to identify 
carcinoma cells from a variety of sources. Tumor 
cells have been shown to have an increased amount 
of ribonucleic acid (R.N.A.). Using acridine orange 
as a stain, normal proliferating cells show brown 
to reddish brown cytoplasmic fluorescence, whereas 
malignant cells display a bright orange to flaming 
red fluorescence. A preliminary report of results 
with photomicrographs in color was recently pub- 
lished in The Trade Journal of Abbott Laboratories 
(What’s New, No. 214, 1959). 
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Dr. K. Moore published the results of examining 

smears of buccal mucosa of 3,715 new-born infants 
to determine their chromosomal sex pattern. (Lan- 
cet Jan. 31, 1959). There were 1,911 males and 1,804 
females, and in all except five the chromosomal sex 
was consistent with the anatomical sex. The five 
exceptions were all anatomical males with female 
sex chromatin pattern, an incidence of 6.26% in 
new born males. 

In his discussion he suggests that chromosomal 
aberration may not be the only explanation for this 
sex reverszl and he speculates on the possibility of 
abnormal hormone influence in the early weeks of 
pregnancy causing these chromosomal females to 
develop as males. It is suggested that new born 
males with female sex chromatin pattern may de- 
velop into Klinefeldter’s syndrome at puberty and 
there appears to be good evidence that a high per- 
centage of these children may become mentally 
subnormal. 

Both of the above investigations were carried out 
in the Department of Anatomy, Faculty of Medi- 
cine, University of Manitoba, in conjunction with 
the Winnipeg General Hospital. 

In the last few years much interest has been 
shown in the demonstration of tumor cells in the 
peritoneal cavity and the peripheral blood in 
tumor cases — before, during and after surgical 
treatment. Initial work suggested that surgical 
treatment could result in disseminating tumor 
cells into the peritoneal cavity and the blood. A 
recent paper on this subject “Tumor Cells in 
the Blood” by J. Salgado et al, (C.M.A.J. 81: 619, 
Oct. 15, 1959) demonstrates tumor cells in the 
peripheral blood of 63% of the patients with carci- 
noma of the breast in whom the blood was drawn 
between two hours and nine days after radical 
mastectomy, and tumor cells were only found in 
25% of breast cases with widespread metastases. 
As yet, this procedure has not proven to be of 
prognostic value. Other workers have demonstra- 
ted tumor cells in the blood of cancer patients 
surviving five years and not all patients dying of 
carcinoma have demonstrable tumor cells. The 
implication of this work is extremely interesting 
and additional data may well add much to our 
knowledge of tumor spread. 

Atherosclerosis and Heart Disease 

A tremendous amount of work continues to be 
done in this important field. It is difficult to sum- 
marize the contributions reported in this field since 
there are few outstanding publications, but many 
good ones. A fairly recent article has been pub- 
lished by Hans Selye and I. de Salcedo (A.M. 
Arch. Int. Med. 102: 551, Oct. 1958) entitled “Infarc- 
toid Cardiopathy Produced by Hydrocortisone and 
Monobasic Sodium Phosphate.” In this experiment 
the authors gave rats hydrocortisone and mono- 
basic sodium phosphate separately. This caused no 
reaction. Given together and particularly when 
subjected to stress, they resulted in death. Autopsy 


revealed multiple small infarcts of the myocardium. 
Giving magnesium and potassium salts prevented 
the development of these infarcts. It is possiblle 
that this experiment may open a new avenue of 
approach to an answer for the unexplained myo- 
carditides and for the infarcts with no vascular 
basis. Examples of these conditions are the spon- 
taneous infarcts found in Vitamin D overdosage, 
myocarditis of Fiedler, non specific myocarditis 
of children, acute miliary infarction, “toxic” myo- 
cardiopathy. 

Drs. Henry Z. Movat, Daria Houst and Robert H. 
More of Queens University published some careful 
observations on “The Morphologic Elements in the 
Early Lesions of Arteriosclerosis’ (Am. Jour. of 
Path. 35:93. Jan.-Feb. 1959). Three early types of 
focal lesions involving aortic intima in arterioscler- 
osis were noted: a) in the gelatinous translucent 
elevations, a swelling of the intima and “insuda- 
tion” of serum and fibrin with or without lipid 
was noted. b) yellow dots and streaks were a 
result of intracellular accumulation of lipid mater- 
ial. There was a remarkable absence of reactive 
fibrosis associated with these lipid lesions. c) small 
mural fibrin thrombi deposits were found on al- 
tered but also on morphologically unaltered intima. 

Carcinoma 

There have been a number of excellent experi- 
mental and statistical studies in the field of cancer 
in the past year. The possible etiologic role of 
radiation and certain chemicals in human cancer is 
pointed out by a number of authors including 
Rodney and Powell (J.A.M.A. 169:1. Jan. 3, 1959). 
In discussing carcinoma of thyroid in children they 
add ten new cases under 17 years of age and sur- 
veyed the literature. This survey of literature 
yielded 357 cases of carcinoma of the thyroid in the 
same age group. One-third or 121 of these cases had 
been subjected to previous irradiation for benign 
conditions. The incidence of cancer among large 
groups of children previously receiving radiation 
has not been determined, but the incidence of pre- 
vious irradiation in children developing cancer is 
high. 

D. L. Gardner and R. F. Ogilvie reported on “The 
Late Results of Injection of Thorotrast; Two 
Cases of Neoplastic Disease Following Angio- 
graphy” (Journal of Path. and Bact. 78: 133. 
July 1959). It is now widely believed that the use 
of thorotrast as a radio-opaque medicine may be 
followed by the development of tumors related to 
the sites at which this material is deposited. The 
authors present two cases: a) a patient with giant 
follicular lymphoma who had angiography with 
thorotrast 15 years previously. Thorotrast deposits 
shown to be active alpha particle emitters were 
demonstrated in relation to the tumor. b) a 
patient with bile duct carcinoma who had angio- 
graphy 22 years before. The authors cannot prove 
that thorotrast was a carcinogen in these two cases 
but suggest that more cases should be studied. 
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Pre-Disease 


To the reader with the quizzically raised eyebrow, 
puzzled by the unfamiliar title of this editorial—a 
word of explanation. Recent years have witnessed 
the appearance and the increasing use of the pre- 
fix “pre” in the medical literature. Pre-cancer, 
pre-leukemia, pre-diabetes, pre-hypertension, pre- 
atherosclerosis are illustrative examples of this 
prefixional trend. The time seems to be fast 
approaching when every disease will have its own 
pre-disease, much to the consternation of the purist 
who will douubtless utter some protestations based 
on the assumption that pre-disease —a state pre- 
ceding disease — is ipso facto a state of health. 

What are these pre-disease entities? Are they a 
throwback to the doctrine of diathesis — another 
term for predisposition, are they synonymous with 
the early phases of disease, or do they represent a 
new concept? 

The answer to these questions would be much 
easier, had those responsible for the prefixionally 
enriched terminology taken greater pains to elimi- 
nate vagueness, imprecision and lack of unanimity 
in the definition of their terms. It is all too often 
difficult to discern the meaning that a particular 
writer wishes to impart to his particular brand 
of pre-disease. One can only surmise that when 
Gofman refers to individuals with a high athero- 
genic index as pre-atherosclerotic, he has in mind 
a predilection partly on a hereditary constitutional 
basis, partly on that of dietary intake. One can 
equally well interpret his reference to pre-athero- 
sclerosis as that to an early reversible phase of 
the atheromatous disease process. Similarly dis- 
similar interpretations can be given to the term 
pre-hypertension—the labile phase of hypertension, 
or pre-cirrhosis — the fatty liver that precedes 
cirrhosis. 

The precarious status of a “pre”fixed disease is 
most apparent in the frequently encountered “pre- 
diabetes.” Applied at first only to women, who 
give birth to large babies, and months, years or 
decades later develop overt diabetes, the pre- 
diabetic state now comprises a wide variety of 
conditions. J. A. Gilbert, (Man. Med. Rev. 38: 6:1, 
1958) lists the following pre-diabetic syndromes: 
strong family history of diabetis, sudden growth, 
glycosuria during pregnancy, high fetal loss rate, 
history of production of large babies, excessive 
weight gain during pregnancy, glycosuria during 
staphylococcal infection, glycosuria during steroid 
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S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


therapy, hyperglycemia or hypoglycemic glucose 
tolerance curves. The roster is, indeed, impressive, 
but does it help in the understanding of pre-dia- 
betis? These “syndromes” which comprise such 
diverse entities as etiological factors of family pre- 
disposition, clinical features of fetal wastage and 
laboratory findings of abnormal responses to ster- 
oids, are linked too loosely to serve as a basis for 
a clear cut definition. 

A somewhat more definitive approach is made 
by Jerome J. Conn (Diabetis 7: 5: 355) in the 
following excerpt: “In an individual destined to 
become diabetic, the prediabetic state must be re- 
garded as existing from the time of conception to 
the time that a definitive diagnosis can be made 
by present methods of testing. Thus defined, the 
prediabetic state becomes a target which will con- 
tinue to move toward the goal of eventual complete 
understanding. What may be regarded as predia- 
betic today will later be shown to be a clear mani- 
festation that the disease is present.” Given more 
sensitive methods of detecting impaired carbohy- 
drate tolerance than the one currently in use, (e.g. 
cortisone-glucose tolerance test) we could, accord- 
ing to Conn, promote what now would be regarded 
as pre-diabetic to the status of early diabetis. 

Another pre-disease entity redolent with 
ambiguity is pre-cancer. A valiant attempt to 
clarify this term is made by D. W. Penner in 
his article in the January issue of the Manitoba 
Medical Review. “What is meant,” he asks, “by 


~ the term pre-cancer? Is it a clinical concept, a 


morphological concept, or a statistical concept?. . . 
To some it means a state leading to cancer, to 
others early cancer, and to others it is merely a 
philosophical concept.” After some deliberation he 
offers somewhat hesitatingly the following defini- 
tion: “Perhaps we should apply the statistical 
approach to this knotty problem and define as pre- 
cancerous any condition in which the incidence of 
the development of cancer is significantly higher 
than in similar normal tissue.” 

It can, thus, be readily seen that pre-disease still 
remains a concept sadly lacking in clarity and pre- 
cision. It is not, however, lacking in usefulness. 
Nebulous and ephemeral as it may be, it serves to 
focus attention on the phenomena which precede 
the overt manifestations of disease. It may lead via 
the pre-obvious and pre-apparent to the eventual 
prevention of disease— which, of course, is the 
ultimate goal of medicine. 
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Medical History 


Dr. T. Glen Hamilton 
The Founder of the Manitoba Medical Review 
Ross Mitchell, M.D. 


It seems worth while to bring to mind the man 
who initiated the organ of the Manitoba Medical 
Association. 

The first World War, 1914-1918, disrupted all 
medical organizations. In particular the Canadian 
Medical Association was almost in extremis at its 
close. It had few members and a heavy debt mainly 
because of the C.M.A. Journal. Even the President 
said openly that it looked like the end of the 
Association. However the delegates present at 
the Halifax meeting in 1921, including Drs. N. J. 
Maclean, R J. Blanchard and T. G. Hamilton of 
Winnipeg, voted to carry on and members of the 
Association bought $100.00 bonds to provide a fund 
of $20,000.00 for immediate use. Most important 
was the decision to engage Dr. T. C. Routley as 
full-time secretary. His energy and organizing 
ability were being recognized and his visits to 
centres in Canada created new interest in the 
Canadian Medical Association and a consequent 
increase in its membership. 

Dr. Hamilton was a member of the C.M.A. execu- 
tive and also secretary of the Manitoba Medical 
Association at that time. He saw the need of re- 
organization. In July 1921 he brought out the first 
number of the Manitoba Medical Association Bul- 
letin. It could be carried in a vest pocket but it 
gave Association news and reports of meetings. 
Since then not a month has passed without an issue 
but there have been changes both in size and title. 
The word Bulletin was dropped for the word Re- 
view and in 1940 the word Association was dropped 
and for nineteen years the title has remained The 
Manitoba Medical Review. 

Creating firsts seemed easy to T. Glen Hamilton 
for his practical mind found a way to put into 
practice what his keen intelligence had. foreseen. 

Consider what activities he crowded into the 
thirty-two years of professional life! Graduating 
from Manitoba Medical College in 1903 he served 
a year as interne in the Winnipeg General Hospital, 
then began practice in the Elmwood district of 
Winnipeg. He served on the Winnipeg School 
Board and became chairman. For twenty-eight 
years he was an elder of King Memorial Church. 
From 1915 to 1920 he was M.L.A. for Springfield 
in the provincial legislature where he was active in 
the passage of Mothers’ Allowance legislation. In 
1921 he was President of the Manitoba Medical 
Association and also President of the University of 
Manitoba Alumni Association. He was a member 


of the surgical staff of the Winnipeg General Hos- 
pital and Lecturer in Surgery in the Faculty of 
Medicine of the University of Manitoba. 


Born of Scottish ancestry at Agincourt, Ontario 
he came as a boy of nine with his parents to a 
homestead near Saskatoon. Two years later that 
town was close to the Metis uprising of 1885 centred 
at Batoche, and one of his recollections was the 
kindness shown by his father to convalescent sol- 
diers. In 1891 his widowed mother brought her 
sons to Winnipeg for further education. 

The achievements noted would have seemed suf- 
ficient for a crowded life, but another preoccupation 
made him internationally known. This was psychic 
research. The first World War caused terrific loss 
of life, and shortly before its close Spanish influenza 
became epidemic. Men’s minds were filled with 
thoughts of death and fears for loved ones. In 
trying to attend to his patients, Dr. Hamilton was 
almost swept off his feet. His own son Arthur, one 
of twins, died and his mind turned to the question 
whether there was survival after death. Character- 
istically, instead of brooding he determined to 
investigate the problem. The studies, begun in 1918, 
continued to his death. He had begun to put his 
thoughts on paper for publication but on April 
7, 1935, death interrupted. His son and his wife 
assembled the material and in 1942 The Macmillan 
Company of Canada published “Intention and Sur- 
vival— Psychical Research Studies and the Bearing 
of Intentional Actions by Trance Personalities on 
the Problem of Human Survival—by T. Glen 
Hamilton, M.D., F.A.C.S., Edited by J. D. Hamilton, 
M.A.” The editor was his second son, James. Other 
children are Dr. Glen F. Hamilton, who still has his 
office in the old family home, 185 Kelvin Street, 
and Margaret, (Mrs. Hamilton Bach). The book 
was dedicated to Lillian M. Hamilton. Acknow- 
ledgments for valuable criticism, suggestions and 
assistance in the preparation of the manuscript are 
given to the late Professor W. T. Allison, Dr. Bruce 
Chown and others. The foreword is by Mr. H. A. 
V. Green, K.C. of Winnipeg. 

Among others mentioned in the text are Dr. and 
Mrs. William Creighton, Mr. Pitblado, K.C., Mr. W. 
E. Hobbs, C.E., Miss Ada Turner, M.A., and Dr. J. 
A. Hamilton, brother of Dr. T. Glen. Concerning 
the first-named the text reads thus: “The first 
investigator in Canada so far as I am aware, cer- 
tainly the first medical man to record a teleplasmic 
mass was Dr. William Creighton.” 

Numerous seances were held at the Hamilton 
home. The group was usually composed of about 
ten persons. Over the years thirty or more indi- 
viduals took part. The group was seated in a 
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darkened room, they joined hands and after a few 
minutes one or more of the number passed into a 
sleep-like trance state. The medium might then 
speak, the medium’s voice being used by a trance 
personality. At other times there might be levita- 
tion of a table about which they were seated, a beil 
might be rung, or an amorphous cloud-like mass 
known as ectoplasm, teleplasm or materialization 
might appear. These could be and frequently were 
recorded by flashlight photography. 

In 1926 Glen Hamliton spoke of his work on 
psychic research before the Winnipeg Medical So- 
ciety. In “Intention and Survival” he writes of this 
address before his colleagues thus: 

“I did not know whether or not I would have 
a shred of professional prestige left when I was 
through. As matters turned out, my audience on 
that occasion doubted neither my sanity nor my 
sincerity and listened with tolerance and well- 
balanced scepticism.” 

On August 27th, 1930, at a luncheon in the Fort 
Garry Hotel, he addressed members of the British 
and Canadian Medical Associations meeting jointly 
in Winnipeg. He said then in part: 

“We entered upon these researches activated 
entirely by a spirit of curiosity to know the facts 
for ourselves. Sentimentalities and religious belief 
played no part.” 


DOUBLE VISION 
DOUBLE VISION 


METIMYD 
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METIMYD brand of prednisolone acetate and sulfacetamide sodium 
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As a result of his studies the Winnipeg Psychic 
Research Society was formed in 1931 with Dr. T. 
G. Hamilton as its first president. Sir Oliver Lodge 
and Sir Arthur Conan Doyle were among his cor- 
respondents and the latter was present at a seance 
in the Hamilton home. Glen contributed articles 
on psychic research to the London Daily Sketch, 
the British Psychic Science Quarterly and the 
American Journal of Psychic Research. 

In the foreword to “Intention and Survival” Mr. 
H. A. V. Green wrote: 

“Dr. Hamilton was a man of probity and intelli- 
gence. It was for that reason he made so profound 
an impression on the medical men and on the pub- 
lic of Manitoba generally when he came forward 
as a witness of psychic phenomena.” 

In 1932 he went on a lecture tour to Toronto, New 
York and Washington. His talks in Toronto were 
before prominent clergymen and physicians. He 
spoke at Dartmouth University and to a group of 
Columbia University professors in New York. His 
address at Carnegie Hall attracted such interest 
that many people were turned away. 

He was the first to admit that the entire subject 
of psychic phenomena was still in its infancy. Re- 
luctant to dogmatize on the subject, he made one 
definite belief on his part known to his friends. 
That belief was that there was survival after death. 
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Social News 
Reported by K. Borthwick-Leslie, M.D. 


My “Swan Song” last month turned out to be 
“Ducks Disease” — interpreted as either “Duck the 


Surgeon” or just “Dragging Bottom.” One disturb- . 


ing factor turned up though — Dr. Huggins has 
very kindly consented to take over the column for 
me, and guess what? The editor sends her nicely 
tabulated clippings, etc., etc. Does anyone send me 
any such? Oh, well, let’s not get Paranoid. 


To all our world travellers, with a tinge of envy, 
happy landings and interesting times — such as Dr. 
R. Beamish almost due back — March 4th — from 
a fabulous trip including Jerusalem, Rome, Berlin, 
Munich, London, New York and “home.” He will 
have some interesting reports for us. 


Dr. and Mrs. A. A. Keenberg in New York joined 
other members of the Jewish National Fund tour. 
The itinerary includes Amsterdam, Vienna, Rome, 
Istanbul, Israel and Madrid. Mrs. Keenberg, Presi- 
dent of the Winnipeg Hadassah Council, will visit 
the Canadian Hadassah projects en route. 


To all those taking a midwinter break in Hawaii, 
Florida, California and Conventions, welcome back 
home and work. 


Dr. J. T. Klimezynski, President of the Manitoba 
Psychiatric Association, has been elected President 
of the Canadian Polish Congress, succeeding Mr. 
B. B. Dubienski. 


Dr. and Mrs. Glen A. Lillington, formerly of the 
Winnipeg Clinic, have taken up residence in Palo 
Alto, California, where Dr. Lillington has been 
— to the staff of the Palo Alto Medical 

entre. 


Dr. Earl K. Vann, B.A., M.D., F.R.C.S.(C), 
F.I.C.S., Urologist, announces the removal of his 
office to 126 Medical Arts, Winnipeg. 


Dr. Christina Curran, returning to her first love, 
Paediatrics, announces removal of her office to 
617 Medical Arts, taking over Dr. Harold Popham’s 
practice and premises. Dr. Popham, retiring from 
active practice when asked as to hobbies, etc., 
answered, “Nothing, I do it beautifully.” 

To Harold we all wish a happy relaxed holiday 
_ rest — to Chris, all the best, and not too much 
rest. 


Bouquets, in large bunches, are being handed 
out to Dr. George Johnson, who has been, 
and is doing a darned good job — more power to 
him. Next to George in press publicity comes Tom 
Casey. Dr. Casey plans on visiting Winnipeg in 
June — isn’t there some way Manitobans can 
demonstrate that we still approve of him without 
a rugby helmet? 


Dr. George Wherrett ’24, in Istanbul September, 
1959, was elected president of the International 
Union Against Tuberculosis (66 nations). 


w 


Dr. John M. O’Keefe, M.D. °45; D.P.H. ’51; 
formerly with the Department of Health and Wel- 
fare, Manitoba, has been appointed medical director 
of the B.C. Selkirk Health Unit with headquarters 
in Nelson, B.C. 


Dr. Manly Levin ’52 has been awarded the 
Edward John Nobel Foundation award for out- 
ai work in Surgery at the Mayo’s, Rochester, 

inn. 


Dr. John Wood ’50, doing P.G. work at U. of T. 
and Banting Institute, has been awarded the 
Canadian Cancer Fellowship, to study in Wales, 
prior to joining the staff of the East General Hos- 
pital, Toronto. 


w 


Dr. Colin C. McDonald ’55, doing P.G. study at 
the University of Minnesota, has obtained his M.Sc. 
degree in Neurosurgery. 


* 


Dr. Gordon Woodall ’57, is now Surgeon Lieut. 
R.C.N. at Esquimalt, B.C. 


Dr. and Mrs. G. Heinische, proudly announce the 
arrival, February 4, 1960, of Margaret Ruth, baby 
sister for Peter. Sorry, Dr., too late for the Febru- 
ary Journal, thank you for calling. 


w 


Dr. and Mrs. Paul V. Adams, announce the birth 
of a son, Christopher John, February 12, 1960. 


Dr. and Mrs. J. B. Frain welcome their third 
daughter, Jennifer Grace, February 25, 1960. That 
one son is going to be outnumbered. 


Dr. and Mrs. N. M. Kester, Wawanesa, Man., 
proudly welcome William Bruce, February 29, 1960, 
at the Wawanesa Hospital. Dr. Kester writes me 
that now there are three of each. 

What about those Leap Year birthdays for wee 
Wm. Bruce? Not fair, you know. 


Dr. and Mrs. R. D. Ellis, Kelowna, B.C., announce 
the birth of Bruce Claude, January 23, 1960. Baby 
brother for Anne, Douglas and Jocelyn. 


Thank you, Dr. Donna Huggins, and I hope ye 
Editor keeps on co-operating. 
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Association Page 


Manitoba Regulation 95/59 
A Regulation under The Workmen’s Compensation 
Act 


Respecting Medical Boards of Reference 
(Filed December 30th, 1959) 


1. Whenever an injured workman feels aggrieved 
at a medical decision made by a Medical Officer 
of the Board or by a Doctor to whom the case has 
been referred by the Board, he may in writing ask 
the Board to have the medical question referred 
to a Medical Board of Reference and shall at the 
same time name a Doctor to represent him on the 
medical Board of Reference. 


2. In addition to (1), the Board may on its own 
motion refer any medical question to the Medical 
Board of Reference for its advice and in such case, 
if there is any difference of medical opinion be- 
tween the Board’s Medical Officer and the man’s 
Doctor, the injured workman will have the right to 
name a Medical Doctor to represent him on the 
Board of Reference. 


3. The Board may on its own motion refer any 
medical question to the Medical Board of Reference 
for its advice in cases where there is no difference 
of medical opinion. 

4. The Medical Board of Reference under 1 and 
2 shall consist of the Chairman and Deputy Chair- 
man appointed by the Manitoba Medical Associa- 
tion, a Doctor named by the injured workman, a 
Doctor named by the employer, and one named by 
the Workmen’s Compensation Board from a panel 
of specialists furnished by the Manitoba Medical 
Association. 

5. The Medical Board of Reference under 3 shall 
consist of the Chairman and Deputy Chairman 
appointed by the Manitoba Medical Association 
and one or more Doctors named by the Workmen’s 
Compensation Board from a panel of specialists 

' furnished by the Manitoba Medical Association. 


6. The Medical Board of Reference under 1, 2 or 
3 shall determine its own method of procedure and 
shall at the time and place designated by the 
Chairman, examine the injured workman, view the 
x-ray films if any, peruse the documents on the 
file, and take whatever additional steps are deemed 
necessary. It shall then report to the Workmen’s 
Compensation Board as to its findings in respect of 
the medical question. 
Reference: Manitoba Gazette, January 9, 1960. 


Reported by M. T. Macfarland, M.D. 


Canadian Medical Association 
Public Relations Workshop 
November 6th & 7th, 1959 


The workshop was held in the Board Room of the 
Montreal General Hospital under the chairmanship 
of Dr. Everett F. Crutchlow of Montreal, Chairman 
of the C.M.A., Public Relations Committee. The 
Manitoba Division was represented by Dr. M. T. 
Macfarland, Dr. Howard Bowles and Dr. R. H. 
McFarlane. Members of the C.M.A. Nucleus Com- 
mittee for Public Relations were also present as 
well as representatives from all the provincial 
divisions with the exception of Saskatchewan. This 
lack of representation from Saskatchewan was a 
matter of great regret to the Chairman and the 
others present. The meeting was most interesting 
and informative as well as being a very pleasant 
one. 

At the morning session on the 6th of November 
under the chairmanship of Dr. Roger Dufresne of 
Montreal, the reports of the various divisions were 
considered and each division had the opportunity 
of answering the following questions: 

(1) What are the highlights of your current 
Public Relations Program? 

(2) Have you any divisional problems that re- 
quire national office support? 

(3) From a national standpoint, what sphere of 
medical public relations do you feel requires prompt 
action? 

There was enough free and easy discussion of all 
these items that the delegates became very well 
aware of the activities of the other divisions. Only 
the highlights are mentioned in the next few 
paragraphs. 

The British Columbia Division had conducted 
during the last year an extensive opinion survey 
among the public and medical profession in the 
province. This was presented as a two volume 
report but was condensed into a small booklet and 
was interesting reading. Generally speaking, it 
showed most optimistic relations with the public. 
However, while the profession seemed to hold the 
confidence of the public, there was still a strong 
feeling for socialized medicine. It suggested that 
further education of the public on the implications 
of government medicine was desirable. It also 
indicated that greater communication within the 
profession itself should be one of the prime objects 
of the division’s future effort. The B.C. Division 
also wanted to see greater use made of the C.M.A. 
Journal with regard to publication of the Associa- 
tion’s business. 
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used, usual dosage must be reduced by 50 per cent, 


Adjust dosage of all medication. The patient must be fre- ‘ : 
quently observed and careful adjustment of all agents should 2 
be made to establish optimal maintenance dosage. e 


SUPPLIED: 
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100 and 1,000. 
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The Ontario Division reported that one of its 
main efforts for the year was the introduction of 
the medical exposition “Mediscope ’59”. This was 
shown at the Canadian National Exhibition in 
Toronto and was the Ontario Medical Association’s 
answer to repeated requests from the public for 
more information about the workings of the human 
body and the many diseases and injuries that affect 
it. The exposition was overwhelmingly accepted by 
the general public. It was also mentioned that the 
support given by hundreds of doctors who attend 
the booths was one of the highlights of the expo- 
sition. Attendance was said to be in excess of one 
hundred and sixty thousand people. The cost of 
producing Mediscope was about three hundred 
thousand dollars of which about one hundred and 
twenty-five thousand dollars was contributed by 
business and industrial firms. There was, there- 
fore, a large deficit. 


The Nova Scotia Division reported having some 
difficulty with the press regarding reports of their 
annual meeting which were said to be most in- 
accurate, incomplete and misleading. Their recom- 
mendations as to how to correct this were much 
along the lines of what already for several years 
has been done here in Manitoba. This division 
also wanted advice regarding legislation covering 
licensure of so-called irreguiar practitioners such 
as chiropractors. Apparently in that province there 
is no legislation governing these people and no 
licensing arrangement. 

The Ontario division was particularly interested 
in establishing close contact with Ottawa regarding 
legislation affecting the practice of medicine. They 
also felt that a sub-office of the C.M.A. located in 
Ottawa would be a most useful thing. There was a 
considerable discussion of this as the question of 
what constitutes lobbying was brought up by the 
Alberta delegates. Dr. A. D. Kelly, General Secre- 
tary of the C.M.A. stated that he believed that the 
C.M.A. had a very good working relationship with 
the Minister of Health and Welfare and the doctor 
members of both House and Senate. He also 
mentioned the advisory Committee to the Federal 
Government and said that government doors had 
never been closed to the C.M.A., the Association 
often being taken into the confidence of the respon- 
sible minister. Mr. Dorwin Baird, Public Relations 
Officer of the B.C. Division, felt that the eyes and 
ears of the Association in Ottawa would be best if 
the individual concerned was not a member of the 
C.M.A. since he believed an outsider would get 
more confidences from government officials. 

Before the end of the morning session, the meet- 
ing was addressed by Dr. A. D. Kelly. He had two 
points that he wanted to make, on two topics which 
he felt were most useful from the point of view of 
good public relations. 

(1) The establishment of adequate emergency 
call service in all provinces and communities. 


(2) The establishment of conciliation committees 
in all divisions. He was particularly interested in 
the latter. Several divisions already have such 
committees and have found them useful. Dr. Kelly 
was most anxious that this type of thing be taken 
up in the other provinces. Dr. Crutchlow spoke 
along the same lines in a very forceful manner. He 
was convinced that poor public relations resulted 
from the misdeeds of a small minority, possibly 10 
to 15 per cent of practicing physicians, and that 
this jeopardized the good name of the other 85 per 
cent. He was most emphatic in stating that there 
was no purpose in tolerating any dereliction of 
duty amongst the minority and believed that unless 
the profession was prepared to take charge of this 
situation that it would be inviting outside inter- 
ference. In the ensuing discussion the Manitoba 
delegates outlined the course of action followed 
here in the event of complaints against members 
of the profession. This division does not have a 
conciliation committee and while complaints are 
few most of them are handled by the executive 
director, Dr. M. T. Macfarland, with satisfactory 
results. Only a few have to be referred to the 
College of Physicians and Surgeons. 

The early part of the afternoon session on the 
6th of November was taken up with discussion of 
the resolution by the B.C. Division regarding the 
employment of Public Relations Counsel for the 
National office. This would be in addition to the 
present secretariat which includes Mr. K. C. Cross, 
Assistant Secretary for Public Relations. A smal! 
summarizing committee condensed the discusssion 
into three separate resolutions to be forwarded to 
the C.M.A. executive. These were as follows: 

(1) It was the opinion of the Committee on 
Public Relations that for special projects and in 
special circumstances a professional Public Rela- 
tions Counsel should be retained in addition to the 
present Secretariat (Dr. Crutchlow had previously 
stated that he believed the terms of reference of 
the C.M.A. Committee on Public Relations would 
allow this). 

(2) It was the opinion of the Committee on Public 
Relations that immediate consideration should be 
given to the establishment of a watching brief in 
Ottawa with the Federal Government in addition 
to the methods of communication with that gov- 
ernment already in existence. 

(3) It was the opinion of the Committee on Public 
Relations that the C.M.A. should seriously consider 
the engagement of a business management consul- 
tant with reference to the administrative structure 
of the C.M.A. 

Another recommendation came out of these dis- 
cussions, namely, that consideration should be 
given to the establishment of permanent liaison in 
Ottawa with the Federal Government to: 

(a) Act as a listening post, 

(b) Consolidate the opinion of medical repre- 
sentatives in the Federal Legislature and Senate. 
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(c) If desirable, suggest legislation on behalf of 
the profession and to continue the study of all 
medical legislation. 

And this shall be over and above the present 
methods of communication with the Government. 

At the morning session on November 7th, these 
resolutions along with others were passed. They 
are referred to the February meeting of the C.M.A. 
Executive Committee. 

The remainder of the afternoon of the 6th of 
November was given over to viewing moving pic- 
ture film. The first was film footage showing the 
Mediscope exposition. It was evident that the 
exhibit was extremely well attended and that the 
exhibits were technically excellent. The highlight 
of the show was the large illuminated plastic model 
of a woman whose internal organs lighted up in 
color while her voice told something of their func- 
tions. The second film was taken by the Quebec 
Division at their annual meeting in Chicoutimi in 
May, 1959. This took a tour through the new nine 
hundred bed hospital there and was of interest to 
anyone concerned with the operation and functions 
of a hospital. Although we did not see it, they had 
for the first time in a Canadian Hospital done a 
color T.V. program consisting of part of a surgical 
operation. The film of the hospital had been shown 
publicly on T.V. and had been very well received. 

The evening session on November 6th consisted 
of a dinner at the St. Denis Club to which repre- 
sentatives of several news media were invited. A 
general discussion of the relationship of doctors to 
the press and radio and television ensued. This 
was an interesting and lively debate which lasted 
until nearly midnight. 

At the morning session on the 7th of November, 
the Committee reviewed three of the one minute 
television filmettes prepared by the Canadian Medi- 
cal Association. The Alberta division had prepared 
a resolution calling for their discontinuance but 
the Alberta speakers personally seemed rather to 
like the filmeties for the most part. There was, 
however, considerable criticism centering around 
the end of the filmettes where the statement ap- 
pears “When In Doubt, Call Your Doctor.” Many 
thought that this was a near approach to commer- 
cial hucksterism. The Alberta doctors had been 
particularly upset about these because the chiro- 
practors in Alberta had recently shown similar 
filmettes on television, which ended with the state- 
ment “Consult your chiropractor.” It was suggested 
that the end of the filmette might be re-worded 
“Your Doctor is your partner in health.” 

A second film was shown entitled “I am a 
Doctor.” This was produced by the American 
Medical Association and is being used to stimulate 
the interest of high school students towards a career 
in medicine. In general, this was not well received. 
The Hollywood technique was excellent. The color 
was beautiful and the professional actors had done 
what they were told to do. The main criticism was 


that it became far too emotional; and mixed 
with its appeal for students to consider a medical 
career, the personal afflictions of one individual 
doctor who eventually died of leukemia. The fact 
that this was so, and that the actor was portraying 
an actual situation and reading notes made by this 
doctor, was not made evident until the end of the 
film. The movie also seemed to suggest that there 
was precious little fun in the life of the doctor. 
It was recommended, however, that the film be 
shown to high school teachers and career guidance 
counselors to see what their opinion was. The third 
film was entitled “On Call to a Nation.” This was 
a documentary produced by the British Broadcast- 
ing Corporation and ran for seventy-two minutes. 
It purported to show the functionings of the 
British Medical Service as it now operates. There 
were no professional actors. The doctors, patients, 
hospitals, offices and so on were all perfectly real. 
It gave every indication of being a factual presen- 
tation and as such was very well received. The 
general opinion was that this film should be shown 
not only to doctors but to as wide an audience as 
could be found. It was evident that the situations 
as they were portrayed would be most unsatis- 
factory to Canadian doctors as almost certainly 
equally unsatisfactory to the Canadian public. It 
was recommended that the C.M.A. executive im- 
mediately investigate the availability of this film 
and also, as a matter of courtesy, ascertain the re- 
action of the British Medical Association to the use 
of the film. 

One other recommendation was made to the 
executive committee of the C.M.A. namely: “That 
re-emphasis be placed on the subject of Conciliation 
Committees and that all divisions be encouraged 
to form same, and that the existence of these com- 
mittees made known to the public.” This resolution 
was approved by the Executive Committee of the 
C.M.A. on the 14th of November, 1959. 

R. H. McFarlane, Chairman, 
Public Relations Committee, 
Manitoba Division. 


* 


Vital Statistics 


The following letter, dated January 19th, 1960, 
was received from the Department of Health and 
Public Welfare, Division of Vital Statistics: 

“We are concerned that all deaths occurring in 
the Province are not being registered as is required 
by law. 

“It is the responsibility of the funeral director 
to obtain the personal particulars of the deceased 
and the responsibility of the medical doctor who 
attended the deceased to complete the medical 
certificate of death on the prescribed death regis- 
tration form. When either the funeral director or 
the attending physician neglects his duty in this 
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regard there is needless postponement or failure 
in registering of deaths. 

“We would draw your attention to Section 14, 
sub-section (3) of The Vital Statistics Act which 
states: 

‘The legally qualified medical practitioner 
who was last in attendance during the last ill- 
ness of the deceased, or the coroner who con- 
ducts an inquest on the body or an inquiry 
into the circumstances of the death, shall forth- 
with after the death, inquest, or inquiry, as 

the case may be, complete and sign a medical 
certificate included in the prescribed form, 


The Medical Library Association 


Wherever new professions have emerged and 
drawn to them in increasing numbers qualified 
persons engaged in the practice of the profession, 
such movements have been characterized by the 
need to unite as a professional body organically in- 
dependent of the persons served by the profession. 
In this tradition, the Medical Library Association 
came into being more than sixty years ago, and 
has, in the intervening years, justified the vision 
of its founders through its advancement of the 
librarian’s professional status, and through its pro- 
motion of inter-library co-operation on a national 
and international scale. 

The possibility of establishing a medical library 
association first occurred to Miss Margaret Charlton, 
then medical librarian at McGill University, who 
had suggested to Dr. William Osler that it would 
serve a useful purpose if the medical libraries 
could form an organization of their own, similar to 
but independent of the American Library Associa- 
tion. As a result of their conversations, a meeting 
of four doctors and four librarians was held in 
the editorial offices of the Philadelphia Medical 
Journal on May 2nd, 1898, and the Association of 
Medical Librarians was formed. At this meeting, 
Dr. Gould set forth the objective of the Association, 
which was to foster medical libraries through the 
promotion of professional standards and the main- 
tenance of an exchange of medical literature among 
its members. 

The proposal to establish an exchange was 
immediately accepted, and the Medical Library 
Exchange began operation on December Ist, 1899. 
It was, and is, a voluntary and co-operative device 
for preserving and sharing library resources through 
a system of free exchange of materials based on the 
principle of greatest need. It has been variously 
described as being the Rock of Gibraltar, the heart 
and soul of the Association, the life-line, and the 
raison d’etre. Dr. Frederick Tice of Chicago, who 
held the office of president in 1926, went so far as 


stating therein the cause of death according to 
the International List of Causes of Death, as 
last revised by the International Commission 
assembled for that purpose, and shall forthwith 
cause the medical certificate to be delivered to 
the funeral director.’ 

“We are bringing this matter to your attention 
because we are seeking the co-operation of each 
individual funeral director and medical practitioner 
to ensure that all deaths occurring in the Province 
of Manitoba are registered.” 

“D. W. Matheson”, Recorder, 
Division of Vital Statistics. 


to state that if the Exchange went the Association 
was dead. It is still considered so fundamental an 
activity that membership is contingent upon offer- 
ing material to the Exchange at least once every 
two years. 

In the beginning, the Exchange performed the 
multiple functions of receiving, storing and distri- 
buting, and of publishing the lists of its holdings 
in the Bulletin. The first annual report records the 
receipt of between seven and eight hundred vol- 
umes, and the distribution of about three hundred. 
Rapid growth in membership soon made it im- 
practical for exchange material to be received and 
distributed from a central depot, and the lists like- 
wise grew too unwieldy to continue publication in 
the Bulletin. A new arrangement was therefore 
worked out, and proved so satisfactory that no 
further changes have been required. Under this 
system member libraries send their lists of dupli- 
cates to the Exchange, and from these individual 
offerings a master list is compiled, mimeographed, 
and distributed to the membership. Items for ex- 
change are held by the owner until asked for, and 
then the transaction is made directly between one 
library and the other. Postage is paid by the re- 
ceiving library. Once an offering has been made, 
items must be kept for a minimum period of 
eighteen months so as to allow adequate time for 
the membership to examine the lists for desiderata, 
and submit their requests for material. Libraries 
are given precedence in the disposal of the material 
in accordance with their size, the largest library 
being given first choice. This rule is based on the 
theory that the larger the library, the less material 
it requires, and the smaller the library, the more 
it takes from the Exchange. Therefore, if the large 
library is to receive anything it must have first 
choice of material. Likewise, the large library 
should normally give at least ten times what it 
receives. In the last year for which figures are 

available, 1957, the Exchange published 179 lists, 
and 124,130 items changed hands. During the same 
period, the Medical Library of the University of 
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Manitoba sent out 261 items and received 38 in 
return. 

The Exchange represents an internal function of 
the Association, extremely important but perhaps 
not too well known outside of library practice. In 
the international sphere, however, the Association 
has gained a world-wide reputation through the 
work of its Committee on Periodicals and Serials, 
formed in 1924 to inaugurate the campaign against 
the high cost of German periodicals. At that time, 
a resolution was unanimously adopted expressing 
disapproval of the unfair discrimination of many 
of the German publishers of medical books and 
periodicals, and urging the members to discontinue 
buying from such sources unless there was prompt 
evidence of a change of attitude on the part of 
the German publishers and agents. The work thus 
begun was carried on with great success until 
terminated by the hostilities of the Second World 
War. The Committee, meanwhile, has continued to 
function on an increasingly broadening basis, and 
is now concerned with all problems relating to 
the publication and acquisition of periodicals and 
serials, particularly foreign titles. Direct results of 
its work include the limitation and standardiza- 
tion of the number of vclumes published annually, 
and the discount allowed to foreign countries. 
These sclid achievements are of outstanding value 
to medical and scientific libraries and have con- 
siderably enhanced the international status of the 
Association. 

But the international character of the Association 
had been clearly recognized at a much earlier date 
when, in 1907, a proposed change of name from the 
Association of Medical Librarians to the American 


Medical Library Association was rejected in favor 


of the present title, the Medical Library Association. 


During its long history of growth and accomplish- 
ment, the Association has never lost sight of its 
original objective to promote professional standards 
for its members. In this connection, the Bulletin 
of the Medical Library Association has proved to be 
indispensable. It began publication as a quarterly 
in 1901, to serve the membership as a clearing- 
house for information, a vehicle of communication, 
a record of progress, and an international link with 
medical librarians throughout the world. It has 
successfully survived a number of difficult periods, 
including financial reverses, suspension of publica- 
tion, and title changes, to emerge as a professional 
periodical of acknowledged worth and stature. 

Conscious professional development has been 
further advanced by the Association with the pub- 
lication of the Handbook of Medical Library Prac- 


tice, a project which was under consideration for 
over twenty years, and was finally completed in 
1943. Since then it has gone through two editions 
and four printings, sure evidence of the need for 
such a manual and of the effectiveness with which 
the need is met. Among other things, the Handbook 
drew attention to the desirability of professional 
self-evaluation, and the increasing demand for 
trained medical librarians. Therefore, in 1946, a 
Committee was appointed to study and report on 
a training programme for medical librarianship. 
Further studies were conducted in the following 
year, and the general membership unanimously 
endorsed the results by accepting “The Code for 
the Training and Certification of Medical Librar- 
ians” at the Galveston meeting in 1949. Besides 
the steps taken to provide standards for librarians, 
committees were also working to set up criteria 
for various types of libraries — in hospitals, medi- 
cal schools, pharmaceutical organizations, dental 
schools, schools of nursing, and so on. 

Throughout the entire existence the Association 
has been encouraged, supported and served by a 
brilliant succession of medical men, prominent in 
their chosen fields. While it is not practical to list 
all those who have given of their time and talents 
over the past sixty years, there are some who left 
such an indelible mark on the Association that 
their names merit individual mention. Before the 
Constitution was amended to read that only active 
professional librarians were qualified to hold office, 
many physicians served as presidents, among them 
being Dr. Gould of Philadelphia, Dr. William Osler, 
Dr. J. R. Chadwick, Dr. Brigham from the Boston 
Medical Library, Dr. Frances Packard, General 
Merrill and Dr. Fletcher of the U.S. Army Medi- 
cal Library, Dr. S. Weir Mitchell, and Dr. W. W. 
Francis of McGill. Among the multitude of others 
who offered unfailing support were Dr. Fielding 
Garrison, Dr. W. H. Welch of Baltimore, Dr. Musser 
of Philadelphia, Dr. H. E. Sigerst,.Dr. Streeter of 
Boston, and Dr. Jacobi, who made a gift of his 
magnificent private collection, first to the New 
York Academy of Medicine, and afterwards to the 
Association. 

This firmly established tradition of the medical 
profession to provide moral support and to lend 
financial assistance, has been a constant source 
of encouragement and inspiration to the Medical 
Library Association, and through the Association, 
to all those engaged in the profession of medical 
librarianship. 

Cynthia Roblin, 
Medical Librarian. 
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REGIONAL MEETING 
INTERNATIONAL COLLEGE OF SURGEONS 


Marlborough Hotel, Winnipeg 


September 28th and 29th, 1960 


Immediately following the Manitoba Medical Association Meeting 
September 26th and 27th 


Guest Speakers Participating in the Program: 


APPLEBY, Lyon H., F.R.C.S. (Eng.), F.R.C.S. (C), 
F.A.C.S., F.1.C.S., Surgeon-in-Chief, St. Paul’s 
Hospital, Vancouver; Cons. Surgeon, Children’s 
Hospital; Clin. Associate Professor (Surg.), 
University of British Columbia. 


BACON, Harry E., F.A.C.S., F.R.S.M. (Hon.), F.I.C.S. 
(Hon.), Professor and Head of Department of 
Proctology, Temple University Medical Centre, 
Philadelphia, Pa. 


COMPERE, Edward L., F.A.C.S., F.I.C.S. (Hon.), 
Professor and Chairman, Dept. of Orthopedic 
Surgery, Northwestern University Medical 
School, Chicago, IIl.; Senior Consultant, Ortho- 
pedic Surgery, Veterans Administration Re- 
search Hospital, Chicago, Ill. 


STREAN, George J., F.I.C.S., F.R.C.O.G., F.A.C.S., 
M.R.C.O.G., F.R.C.S. (C), Director, Department 
of Obstetrics and Gynecology, Jewish General 
Hospital, Montreal, P.Q.; Assistant Professor 
of Obstetrics and Gynecology, McGill Uni- 
versity, Montreal. 


GROSSMAN, Arnold A., F.I.C.S., F.R.C.S. (C), 
Demonstrator (Otol.), McGill University, Mon- 
treal, P.Q.; Assistant (Otol.), Montreal General 
Hospital. 


SADOVE, Max, Diplomate of the American Board 
of Anesthesiology; Professor of Surgery 
(Anesth.), U. of Illinois College of Medicine, 
Chicago; Head of Dept. of Anesthesiology, 
U. of Illinois Research and Educational Hos- 
pitals; Director of Anesthesiology, V.A. Hos- 
pital, Hines, Ill., and West Side V. A. Hospital, 
Chicago, lilinois. 


THOREK, Philip, F.A.C.S., F.1.C.S., Associate Pro- 
fessor of Surgery, University of Illinois College 
of Medicine and Cook County Graduate Schools 
of Medicine, Chicago. 


THOMPSON, Gershom J., F.1.C.S. (Hon.), Professor 
and Head, Dept. of Urology, University of 
Minnesota, School of Medicine, Mayo Foun- 
dation, Rochester, Minn.; President of the Staff, 
Mayo Clinic, Rochester, Minn. 


In addition there will be Sectional Meetings in the following specialties — Obstetrics and 
Gynecology, Urology, Orthopedics, Anesthesia. Quite a number of prominent men from 
the U.S.A. and Canada representing each department have made definite commitments 
to participate in these extra Sectional Meetings. 
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Vaginal trichomoniasis is recog- 
nized as a disease of “psycho-social 
significance”! because the acute 
symptoms of profuse, scalding leu- 
korrhea, itching and swelling, com- 
pounded by painful, difficult coitus? 
often lead to family tensions. 


One Vacisec office treat- 
ment brings immediate 


symptomatic relief. Decker? 
reports immediate relief of symp- 
toms following the first office treat- 
ment with VAGISEC liquid and jelly 
in all 64 acute cases studied. 


Cure rates of 93.1% using 
negative cultures for three 


consecutive months. Gior- 
lando and Brandt* demonstrated 
repeated negative cultures for three 
to eight months in 54 of 58 vaginal 
trichomoniasis patients treated with 
VAGISEC liquid and jelly. Lack of 
cooperation was held responsible 
for the four failures. 


Vacisec explodes tricho- 
monads within 15 seconds 


of contact. Vacisec’s wetting, 
detergent, and chelating agents dis- 
solve the mucus protecting the 
trichomonads, remove waxes and 
lipids from the cell’s membrane, de- 
nature its proteins. The parasite then 
imbibes water, swells, and explodes. 


Prevent recurrence—pre- 
scribe RAMSES* for the 


husband. To prevent re-infection, 
most physicians advise the use of 
a prophylactic during coitus for four 
to nine months following the wife’s 
treatment,35 and when they do, 
50.3% specify RAMSES. 
References: 1. Trussell, R. E.: New York 
Med. 13:717 a. 20) 1957. 2. 

| . M. J 

3. Decker, A.: 
(July 1) 1957. 4. Giorlando, S. W., and 
Brandt, M. L.: Am. J. Obst. & Gynec. 
76:666 (Sept.) 1958. 5. Weiner, H. H.: 
Clin. Med. 5:25 (Jan.) 1958. 
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COLLEGE OF GENERAL PRACTICE 


MANITOBA CHAPTER 


Annual Scientific and Business Meeting 


MEZZANINE FLOOR, MARLBOROUGH HOTEL, WINNIPEG 
MAY 2nd, 3rd, 4th and 5th, 1960 


Monday, May 2nd 


Morning 
9:00 Patient Assessment for Air Travel, 
W. R. Franks (Toronto). 
9:30 Practical Approach to Management of 
Diabetes, F. G. Allison. 
10:00 Exhibits. 
11:00 Renal Disease in Early Childhood, 
W. C. Taylor (Edmonton). 


Afternoon 


1:00 Air Transfer of the Ill or Injured, 
W. R. Franks. 

2:00 Anatomy and Infections of the Hand and 
Wrist, Donald R. Pratt (San Francisco). 

2:30 Exhibits. 

3:30 Newer Biochemical Tests Indications and 
Interpretation, W. C. Perry. 


Tuesday, May 3rd 


Morning 
9:00 Pelvic Pain in Women, 

Carl E. Johnson (Mayo Clinic). 

10:00 Exhibits. 

11:00 Respiratory Emergencies During the First 
Week of Life, W. C. Taylor. 

11:30 Fractures and Splints About the Hand, 
Donald R. Pratt. 


Afternoon 


1:30 Delayed Growth in Children, W. C. Taylor. 
2:00 Treatment of the Menopause, 
Carl E. Johnson. 
2:30 Exhibits. 
3:30 Primary Care of Hand Injuries, 
Donald R. Pratt. 
6:30 Annual Dinner Meeting, 
Mezzanine Floor, Marlborough Hotel. 


Wednesday, May 4th 


Morning 


9:00 Tendon and Nerve Repair of Hand, 
Donald R. Pratt. 


10:00 Exhibits. 


11:00 Recurrent Convulsions in Children, 
W. C. Taylor. 


11:30 Induction of Labour, Carl E. Johnson. 


Afternoon 


1:30 Acceleration and Deceleration Injuries, 
W. R. Franks. 

2:30 Exhibits. 

3:30 Panel on the Arthrititides, 
S. Rusen, J. B. Frain. 

6:30 Annual Dinner and Dance, 
Sky View Ball Room, Marlborough Hotel. 
Guest Speaker: Hon. Minister of Health 
and Welfare, George Johnson. 


Thursday, May 5th 


Morning 
9:00 Modern Treatment of Obesity, 
F. G. Allison. 
9:30 Genital Lesions — Venereal and 
Non-Venereal, Carl E. Johnson. 
10:00 Exhibits. 


11:00 Psychiatry in General Practice — Diagnosis, 
Treatment When to Refer, G. Sisler. 


Afternoon 


1:30 Investigation and Treatment of the Chronic 
Chest, D. P. Snidal. 

2:00 Local Anaesthesia, Material and Methods, 
S. Kantor. 

2:30 Exhibits. 

3:30 Complications of Fractures, 
Panel: P. Berbrayer, D. M. Bruser, 
E. S. James, B. E. Loadman, F. R. Tucker 


Registration Fee $25.00 (Includes Dinner and Dance Tickets, Annual Dinner Meeting). 28 HOURS CREDITS 
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Rautractyl combines Naturetin, the best diuretic 
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a said urine output with minimal alterations 
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¢ supplementary potassium provides added protection 
against potassium loss during long-term therapy or when 
treating patients unusually prone to hypokalemia. 
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“Medical and Surgical Advances In The Care 


PROGRAM 


Thursday, March 24 


Burns in Children — N. Merkeley, M.D. 


Friday, March 25 
Afternoon 


Morning 


A. Childe, M.D. 
9:30 Prevention of Mental Retardation. 


10:00 Common Fractures about the Elbow Joint. 
R. F. Tucker, M.D. 

10:30 Panel — “Parenteral Fluids.” 
Chairman — E. J. N. Briggs, M.D. 


Participants — 
S. Israels, M.D., T. Chisholm, M.D., 


Noon 
12:00 Visible Swellings in the Neck. 
T. Chisholm, M.D. 


Saturday, March 26 


and discussed by T. Chisholm, M.D., and Prof. R. A. Good. 


March 24, 25, 26, 1960 


REFRESHER COURSE UNIVERSITY OF MANITOBA 
DEPARTMENTS OF PAEDIATRICS AND SURGERY 


Of Infants and Children” 


Morning Afternoon 
9:00 Registration. 1:30 Dysproteinemia — Prof. R. A. Good. 
9:30 Introduction — Dean L. G. Bell. —_ 2:30 Panel — “Infections in Childhood.” 
9:45 Survey of Recent Advances in Pediatrics Chairman — Prof. M. Nickerson. 
and Pediatric Surgery. Participants — 
,M.D., C. F ,M.D. 
10:30 R d m4 Prof. R. A. Good, Prof. M. Nickerson, 
H. Medovy, M.D., N. Merkeley, M.D., 
Virus Diseases in Childhood. S. Israels, M.D 
Chairman — Prof. J. Wilt. 
Participants — Evening 
Ww. Parker, M.D., J. Davies, M.D., 8:15 Winnipeg Medical Society. 
K. C. Finkel, M.D. “a 
The Early Recognition of Surgical 
Noon Emergencies in the Newborn.” 
12:00 Diagnosis of Congenital Heart Disease — T. Chisholm, M.D. 
Gordon Cumming, M.D. “Diffuse Renal Disease.” 


Prof. R. A. Good. 


9:00 Radiology of Bone Lesions in Infancy. 1:30 Erythroblastosis — B. Chown, M.D. 
2:00 Genetics in Pediatrics — Irene Uchida, M.D. 
W. Grant, M.D. 

he 2:30 Panel — “Malignancy in Childhood.” 


Chairman — R. J. Walton, M.D. 
Participants — 
F. DuVal, M.D., D. Parkinson, M.D. 
A. Zipursky, M.D. 
Discussion — 


L. Israels, M.D., Prof. R. A. Good, 
T. Chisholm, M.D., R. J. Walton, M.D. 


Grand Rounds — Children’s Hospital — 9:00- 11:00 a.m. 
Surgical and Medical cases of congenital malformations, nephrosis and rheumatic fever will be presented 
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Carnation 
Milk 


Special homogenization and 
sterilization makes Carnation 
the most digestible, nourish- 
ing, and safest form of full- 
fat milk for bottle feeding. 
That’s why Carnation is used 
in more hospital formula rooms 
throughout the world than all 
other brands combined. 
Carnation provides all the 
food values, and all the but- 
terfat, of pasteurized whole 
milk. Vitamin D has been in- 
creased to 800 units per pint. 


Wan, t L K 
'™ 


Developed by Carnation to 
nourish the infant on a low- 
fat formula, Morning Partly 
Skimmed Evaporated Milk has 
a 4% butterfat content. 

Morning retains all fresh 
milk’s natural food values so 
important to growth. Vitamin 
D is increased to 800 units 
per pint. Young parents will 
appreciate Morning’s econo- 
my, too. Other brands of part- 
ly-skimmed evaporated milk 
cost up to 4% more. 
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Guide to Supervision and Management 
of Tuberculosis Contacts 

A contact is an individual who is or has been in 
close association with a diagnosed case of active 
tuberculosis during the preceding three years. The 
significance of the contact varies with its closeness 
and the severity and infectiousness of the index 
case. If contact has been casual or remote or with 
non-pulmonary or inactive tuberculosis, the inten- 
sity and duration of follow-up examinations can be 
less intensive. 


If contact with infection has been terminated for _ 


three months the tuberculin test is of prime value 
in determining contact status. It is considered that 
up to three months is required after infection for 
sensitivity to tuberculin to develop. Therefore, if 
the source of infection has been removed for this 
three-month period and the tuberculin test is still 
negative, it can be assumed that infection has not 
occurred and that following the person as a tuber- 
culosis contact is not necessary. 

The first examination is the most important. 
Although tuberculosis may develop several years 
after the termination of exposure, most cases will 
occur within two years after such termination. As 
a general rule, contact examinations are not neces- 
sary if exposure to infection has been terminated 
for five years. 

Recommendations regarding contact cases may 
be summarized as follows: 

1. Have a tuberculin test done, if possible, on all 
contacts excepting those known to have had a pre- 
vious positive tuberculin test. 

2. The initial examination of all contacts should 
include a chest film, whether or not a tuberculin 
test is done. 

Management of Contacts with a Negative 
Tuberculin Test 

1. It is recommended that family contacts be 
vaccinated with B.C.G. Arrangements for this can 
be made through the Central Tuberculosis Clinic. 

2. If three months have not elapsed since ter- 
mination with contact, advise re-tuberculin testing 
before vaccinating. 

3. B.C.G. vaccination is not especially recom- 
mended for casual contacts. 

4. Casual contacts can be dropped from follow-up 
if their second tuberculin test (after three months) 
is still negative. 

Management of Contact Cases with a Positive 
Tuberculin Test 

1. All such contacts should have a chest film. 

2. If the initial x-ray is negative, re-x-raying 
should be as follows: three months, six months, 
yearly thereafter until five years and then discon- 
tinue follow-up as a tuberculosis contact. 
Management of Positive Reactors three years 
of age and under 

1. It is recommended in consultation with the 
Central Tuberculosis Clinic that such persons 
should be treated at home with the drug INH for 


one year. 
Management of Cases Known to have converted 
within One Year 
1. Treat with INH as above for positive reactors, 

after consultation with the Central Tuberculosis 
Clinic. 

E. L. Ross, M.D., 

Medical Director, 

Sanatorium Board of Manitoba. 
December 30, 1959. 


The Children’s Hospital of Winnipeg 

The Poison Control Center for Manitoba is located 
in the Casualty area of the Children’s Hospital. The 
Center functions as an information and treatment 
center for Metropolitan Winnipeg and all of rural 
Manitoba on a 24 hour a day basis. Any member 
of the Medical Profession may contact this office 
by telephone for immediate information. A large 
file of information cards on household drugs, pro- 
prietary medicines, poisons and antidotes, supplied 
through the Food and Drug Division, Department 
of Health and Welfare, Ottawa, is located in this 
Center for ready reference. In addition, a special 
reference library and reprint file is maintained for 
up-to-date information on newer drugs and treat- 
ment measures. It is emphasized that ideally, con- 
tact with the Poison Control Center should be by 
private physician. In the event of an emergency, 
when a patient is unable to locate his private phy- 
sician, information will be given to the parent by 
the Poison Control Officer and if immediate treat- 
ment is indicated, they will be advised to bring the 
child down to the Casualty ward while efforts are 
continued to locate the family physician. The tele- 
phone number is SP 5-8311. On receipt of a call 
from a physician requesting poison information, the 
Switchboard Operator will call the Poison Control 
Officer on duty on the public address system, using 
the special code number reserved for this call. 
Doctor Vera Gellman, a member of the Active 
Medical Staff of the Children’s Hospital is part- 
time Director of the Poison Control Center which 
is operated with the assistance of a Dominion- 
Provincial Health Grant. 

Within the last week, the Children’s Hospital 
switchboard has been connected to the Emergency 
“999” System, so that a patient unable to locate his 
physician may dial “999” and be connected with 
the Poison Control Officer. This channel of com- 
munication makes it possible also for the Poison 
Control Officer if he deems it necessary, to request 
“999” to send a police car to transport the child 
immediately to hospital. 

During the year 1959, more than four hundred 
children, mostly in the one to three year age group 
were admitted to the Casualty ward because of 
accidental poisoning. Approximately one-third of 
these required admission for at least 24 hours. 
There were no deaths during this year. 

This notice is inserted for the information of the 
medical profession of Manitoba. 
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Babies have to pass exams too! 


And in these regular medical check-ups, Farmer’s 
Wife babies get top marks for steady weight gains 
and few, if any, feeding upsets. This is no surprise 
to the medical profession, because the five different 
Farmer’s Wife Infant Formula Milks make it easy 
to prescribe for each baby’s individual dietary needs. 
Besides the well-known Whole, Partly Skimmed and 
Skimmed Milks, now Farmer’s Wife introduces 
two new Instant Prepared Formulas (Red Band— 
Whole Milk; Blue Band—Partly Skimmed Milk). 
These are another Farmer’s Wife “‘first”, the only 
evaporated milk products to incorporate a stable 
form of Vitamin C. Since the carbohydrate is 
already added, new Farmer’s Wife Prepared 
Formulas eliminate the chance of contamination 


or error in formula preparation, and save mothers 
time, trouble and expense. 

All five Farmer’s Wife Formula Milks are Vitamin 
D increased. All are vacuum packed in modern, 
enamel-lined cans; stock rotation ensures absolute 
freshness. Available in all grocery and drug stores. 


Farmer's Wife 


Prescribed by many doctors— Approved by wise mothers 


For 
40 Ez 


the ] 
Ti 
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Farmer’ Farmer’ Farmer’ Farmer’ 
Wife Wife Wife 
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CANADIAN HEART ASSOCIATION 
and 
NATIONAL HEART FOUNDATION OF CANADA 


JOINT ANNUAL MEETING 
NOVEMBER 30 to DECEMBER 3, 1960 
ROYAL YORK HOTEL IN TORONTO 
For information write: Dr. John B. Armstrong, 


National Heart Foundation, 501 Yonge Street, 
Toronto 5, Canada. 


* 


American College of Surgeons 
Sectional Meeting 
Hotel Leamington, Minneapolis 
April 11th, 12th and 13th, 1960 


For further information write: Dr. H. P. Saunders, 
40 East Erie Street, Chicago 11, Illinois. 


Dr. M. Minuck pointed out that the Canadian Red 
Cross and the St. John Ambulance Society have not 
endorsed the mouth-to-mouth method for resusci- 
tation as indicated in the article “Recent Advances 
in Anaesthesia” under the section “Artificial Respi- 
ration” which appeared in the December, 1959, 
issue of the Manitoba Medical Review. 


Grad’s Farewell 


The M.M.S.A. Grad’s Farewell will be held at 
the Fort Garry Hotel on March 26, 1960. 

Tickets will be available from representatives at 
the teaching hospitals and at the Medical College. 
The students association is looking forward to a 
large turnout of alumni. 


Doctors’ and Nurses’ Directory 
247 Balmoral Street, Winnipeg 1, Man. 


24-Hour Service 

Phones: Victorian Order of 
Doctors’ — SU 3-7123 Nurses — Night calls, 
Nurses’ — SP 2-2151 Sundays and 

Registered Nurses Holidays 
Practical Nurses Phone SP 2-2008 
Dental Emergency Service 

P. BROWNELL, Reg. N., Director 


LEUKORRHEA 


VAGINAL INFECTIONS 


4 


CONES AND TABLETS 


TWO FORMULAS 
OVOQUINOL-PLAIN 
Cones Tab. 
Diiodohydroxyquinoline U.S.P. 75mg. 75mg. 
Sodium Propionat 500mg. 250 mg. 
Sulfadiazine U.S.P, 400 mg. 400 mg. 
Phenoxyethanol B.P.C, mil. 
Destrose and Lactose ss. q.s. 
OVOQUINOL-OESTRO 


Same formula as OVOQUINOL-PLAIN 
plus 0.01 mg. Ethinyl-cestradiol B.P. 
per cone or tablet. 


One or two cones or tablets per day preferably 
at bed-time or as prescribed by the physician. 


NADEAU LABORATORY LTD. 
Montreal Canada 
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Just 
a 

wish 

turns old 


Modernize without capital outlay 
on the G-E Maxiservice’ x-ray rental plan 


Think of renting x-ray equipment as 
conveniently as you subscribe for 
telephone service! Exclusive Maxi- 
service rental plan offers all new-model 
G-E x-ray units . . . takes no capital 
from your savings. Makes it worry- 
free to “go modern” in x-ray and 
always stay that way. For complete 
details, contact your G-E x-ray rep- 
resentative, listed below. 


All this for one monthly fee — 
@ Modern x-ray equipment, free of 
obsolescence worries 


@ Comprehensive coverage: periodic 
inspection, maintenance, tubes, parts, 
emergency repairs 

@ Freedom to add or replace equipment 
as improvements appear 


@ Full property insurance on equipment — 


in case of accidental damage or loss, G.E. 


repairs or replaces equipment 
@ Local property taxes paid in full 


Progress /s Our Most Important Product 


DIRECT FACTORY BRANCHES 


BDMONTON, ALBERTA 
10543 123rd St. ¢ HUnter 8-9278 


WINNIPEG 
565 Portage Ave. © SPruce 5-2555 


ELECTRIC 


RESIDENT REPRESENTATIVES 
CALGARY, ALBERTA 
W. W. WHITE, 61 Walnut Dr. ¢ CHurchill 9-4336 
REGINA, SASKATCHEWAN 
E. R. BAXTER, 1233 Jubilee Ave. ¢ LAkeside 2-7314 
SASKATOON, SASKATCHEWAN 
R. A. MURIE, 2333 Hanover Ave. ¢ Dickens 3-2006 


MEETINGS 


HOSPITAL 
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FORTE 
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a NeW meth 
low price 


double stren eth Forpen 


Now for patients with more severe 
infections Horner introduces Forpen Forte, intra 
an 800,000 I.U. pot. penicillin G. tablet. and | 
Like the original Forpen, this new strength press 
tablet is buffered to resist gastric acids 

and double scored on both sides for easy Wher 


division into halves or quarters. secon 


Available in 12's and 100’s 
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